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Since the discovery of x-ray by Roent- 
gen in 1895 and radium in 1898 by 
Madame Curie, one or both of these 
agents has become an almost indispens- 
able therapeutic, as well as diagnostic aid 
to every department of medicine. Let us 
take a brief retrospective view of the slow 
but certain progress of radiology during 
the past forty years. 


Soon after the discovery of this electro- 
potentiality, accidental skin reactions of 
varying degrees began to occur upon the 
hands and faces of the frequently exposed 
operators in various laboratories through- 
out the world. These radiation accidents 
were unfortunate though served to stimu- 
late experimental treatment of many 
hitherto intractable diseases such as 
chronic eczema, psoriasis, ringworm, 
birthmarks and cancer. In the meantime, 
many individual laboratories had begun 
to study in a limited way the histological 
effects of radiation upon both normal and 
pathologic structures, though not until ten 
or twelve years later were the real fun- 
damental laws of radiation therapy an- 
nounced by Bergonie and Triboudeau. 
They alleged, after a careful study, that 
each variety of cells responded different- 
ly to x-ray and radium; that immature 
cells which were undergoing more rapid 
growth (mitosis) were more radiosensi- 
tive than adult cells or those which are at 
mitotic rest. 

The original work of these men foretold 
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a new day for rational radiation therapy, 
and was subsequently verified with addi- 
tional elaborations by Heineke, Regaud, 
Warthin and Schwartz, and soon became 
universally recognized as the foundation 
of all x-ray and radium therapy. 


Christie’ has recently tersely expressed 
this law as follows: “The sensitivity pe- 
culiar to each kind of cell appears to be 
related to its life cycle; that is, the shorter 
the life cycle the more sensitive to radia- 
tion, and vice versa. Lymphocytes have 
the shortest life cycle of all cells; hence, 
are the most sensitive to radiation. Bone 
and nerve cells have the longest life cycle, 
therefore, are the most resistant. 

Regaud after a large experience made a 
further fundamental observation, viz: 
that previously radiated tissue or poorly 
nourished ischemic tissue, and _ tissue 
which has been affected by inflammatory 
or microbic invasion becomes more radio- 
resistant than in its normal status. 


The step between the most highly radio- 
sensitive and the most radioresistant tis- 
sue amounts to a considerable degree in 
x-ray or radium technic, though it is well 
known by radiologists that no living tissue 
is wholly unaffected or invulnerable to 
certain wave lengths, whether from x-ray 
or radium; therefore, let us remember 
that the pathologic appellation of radio- 
sensitive or radioresistant is only a rela- 
tive one and implies that such tissue re- 
quires less or more roentgen (R) units to 
cause an equal degenerative cellular 
change. It is noted that degenerative cell- 








286 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


ular changes begin first with fragmenta- 
tion and scattering of their nuclear 
chromatin and cytoplasm which is follow- 
ed by digestion by the phagocytes of the 
injured sensitive lymphocytes. This pro- 
cess extends outward to adjacent struct- 
ures until the whole of the endothelial 
lining of the vascular supply of the entire 
exposed area has been materially altered. 


For many years an idea has prevailed 
that under certain conditions of technic 
very small doses of x-ray or radium might 
stimulate pathologic tissue growth. This 
was the early day Arendt-Schultz law 
which has since failed to be verified by 
other radiologists without certain reser- 
vations. It is, however, a demonstrable 
fact that cellular metabolism of both ani- 
mal and plant life is at first accelerated 
by small doses of radiation, though such 
acceleration is only a transitory phase 
which is later followed by a more or less 
pronounced degenerative or inhibatory 
action. This process varies according to 
the intensity of the radiation given. 


Our present knowledge of the radio- 
sensitivity of various tissues of the human 
body has recently been classified in order 
of their reaction by Desjardins as follows: 
(This table will serve as a convenient 
guide in the treatment of all types of neo- 
plasms) : 


DESJARDIN’S* CLASSIFICATION 


1, Lymphoid cells—including polymor- 
phonuclear and eosinophilic leuco- 
cytes. 


2. Epithelial cells enumerated in the 
order of their sensitivity: 


a—Basal of the secretory glands, in- 
cluding the salivary. 


b—Basal of the Spermatogonial type, 
the testes, the follicles of the 
ovary. 


c—Basal of the skin to mucous mem- 
branes. 


d—Alveolar process of lungs, bile 
duct, etc. 


e—Epithelium of the kidneys. 


3. Endothelial cells of the blood vessels, 
pleura and peritoneum. 


4. Connective tissue cells. 


5. Muscle cells. 


6. Bone and nerve cells. 


tk * * 


Cellular response to radiation is further 
dependent upon wave length which is 
illustrated by the following familiar ex- 
ample: An unscreened x-ray exposure 
over one square inch of skin surface with 
the machine gauged for an output of 
eighty kilovolts of long wave x-ray for a 
certain number of units beyond skin tol- 
erance will within ten or fifteen days 
produce a marked reaction, and perhaps 
be followed by a painful necrosis; whereas, 
an exposure of the same sized area with 
the same machine which has been stepped 
up to 200 kilovolts, which is within the 
realm of short wave lengths, such as is 
commonly used in treatment of deep or 
gross cancer lesions, will produce only a 
dense, brawny, red induration with pig- 
mentation and tissue adhesion to the un- 
derlying muscles without necrosis. 


The histological and biochemical action 
of x-ray and radium is essentially the 
same, though the wave length of un- 
screened radium is approximately one- 
twentieth that of the wave length emitted 
from the ordinary unscreened x-ray tube. 
Within recent years through the coopera- 
tive efforts of the scientific physician, 
with that of the expert manufacturing 
electrical engineer, x-ray machines are 
now being manufactured which give an 
output of so large a kilovoltage as to more 
nearly approach the short wave length 
and penetrability of the short wave Gam- 
ma ray of radium; therefore, the selection 
of either x-ray or radium for an attack 
upon a malignant neoplasm has now be- 
come largely a matter of choosing the one 
most convenient or accessible for treat- 
ment of the growth, though many eminent 
pathologists, including Ewing, still allege 
that in the field of cancer, radium is more 
selective of pathologic tissue than x-ray. 


The dermatologist of today who is not 
equipped with both x-ray and radium is 
not far removed from the primitive fami- 
ly physician who had nothing to give but 
pills compounded and rolled by his own 
unsterile fingers. The curative or bene- 
ficial effects of radiation therapy in such 
diseases as acne, eczema, lichen planus, 
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furunculosis, pruritus ani, tineas, mycosis 
fungoides, sarcoids, keloids, vascular nevi, 
angiomas, lymphadenitis and enlarged 
thymus glands is so well known as to need 
but to mention, though it is not generally 
known that x-ray therapy of a certain 
technic in the treatment of early erysipe- 
las is, in many cases, equally as spectacu- 
lar. 


The abortive action of x-ray upon 
early furunculosis has long been known 
and still successfully practiced in the 
office of the radiologist. The favorable 
response of unsightly and sometimes dis- 
tressing angiomas or cavernous nevi un- 
der carefully screened radium, at inter- 
vals over long periods of time, has turned 
the heavy heart of many an anxious 
mother into inexpressible joy. 

O’Brien* (Boston City Hospital) has re- 
cently reported a series of thirty cases of 
syringomyelia treated by deep radiation 
with results unequalled by any other 
therapy. The primary object of this dis- 
cussion, however, is the treatment of can- 
cer by radiation. 

The treatment of cancer of the skin, lips 
and oral cavity was for many years under 
clinical observation and sometimes sharp 
critical discussion between surgeons and 
radiologists, though during the past ten 
or twelve years malignancy of these areas 
has become almost the exclusive labor of 
the radiologist who also utilizes the endo- 
therm knife and cautery. 

Since the improvement in screening, 
high voltage short wave and other factors 
of technic, cancer of the vagina and of the 
cervix has also been almost completely re- 
moved from the field of scalpel surgery, 
and placed into the realms of x-ray and 
radium therapy, together with the fre- 
quent need of the endotherm knife and 
cautery. Quoting from Healey‘ (New 
York Memorial Cancer Hospital) in a re- 
cent address, “Carcinoma of the cervix 
and carcinoma of the vagina seem to have 
been almost entirely removed from the 
domain of surgery and to have become 
problems for radiation alone.” 

Surgeons universally for the past fif- 
teen or twenty years have routinely re- 
ferred most of their cases of postoperative 
and inoperable or advanced cancer 


for radiation therapy because both clini- 
cal observation and tabulated statistics 
from x-ray laboratories with modern radi- 
ation therapy equipment operated by 
qualified radiologists seem to have fully 
justified this procedure. Indeed, authentic 
reports of occasional complete recoveries 
from what had been pronounced inoper- 
able cancer have filtered into medical 
literature long before the improved so- 
called Coutard technic of deep x-ray ther- 
apy had been introduced into America. 
Radiation therapy in cancer of the gastro- 
intestinal tract, the prostate gland or 
bladder, either as a pre- or postoperative 
procedure, though, like surgery, not often 
is curative, appears to justify its continu- 
ation. Borderline cases have occasionally 
been prolonged for a period of three to 
five years. 

It is well known that the entire group 
of lymphoblastomata may be classified as 
radiosensitive. They respond to radia- 
tion therapy in the early stage of the dis- 
ease with striking rapidity which lasts for 
a period of several months—sometimes 
several years. 


Not a few cases of five to seven-year 
cures of Hodgkin’s or lymphosarcoma 
have been reported by conservative radi- 
ologists from various clinics. Most exper- 
ienced surgeons have for many years re- 
ferred their cases of cancer of the breast 
for postoperative radiation. 

May we suggest that tabulated statis- 
tics upon the treatment of cancer of the 
breast from the larger hospitals and clin- 
ics which possess modern x-ray and 
radium equipment in charge of qualified 
technicians now clearly indicate an ad- 
vantage of five to ten per cent in favor of 
preoperative radiation rather than post- 
operative radiation. 

One of us (Lain) recently heard Doug- 
las Quick give public expression to ap- 
proximately the following words: “With 
modern x-ray equipment following the 
improved so-called Coutard technic and 
improved interstitial radium radiation, it 
now seems probable that within the next 
ten years the treatment of cancer of the 
breast will be entirely delegated to the 
radiologist.” 

Finally: All physicians and surgeons 
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referring patients to radiologists should 
know that: (1) under the new and more 
successful technic of radiation therapy of 
cases of deep, advanced cancer it takes 
from two to four weeks to complete one 
series of treatments. 


(2) A series of deep, intense radiation 
is followed in fifteen to twenty days by 
deep erythema and marked discomfort 
with sometimes vesication, pigmentation 
and exfoliation of the skin. This reaction 
is not a true radiation burn and will sub- 
side in two or three weeks, leaving the 
skin and other structures in excellent con- 
dition, with surprising improvement in 
the malignant process. 


Summary: Radiation therapy is now 
the method of first choice in the treat- 
ment of cancer of the skin, lips, oral cavi- 
ty, lymphoblastomata and most cases of 
cancer of the cervix. 


Radiation gives palliation in most hope- 
less cases of cancer and a few spectacular 
cures in inoperable cancer. 


Pre-operative and postoperative bene- 
fits of radiation therapy have long been 
recognized and is routine practice in most 
cancer clinics. 

There is yet no known panacea for all 
types or degrees of malignancy; there- 
fore, it is unwise and inconsiderate of the 
best interests of the patient for any physi- 
cian or surgeon to attempt to treat all 
forms of cancer by the same method. 

Every physician who assumes the grave 
responsibility of treating a patient with 
an unlocalized or progressive cancer 
should always, if possible, consult with 
and utilize the services of pathologist, in- 
ternist, surgeon and radiologist in order 
that his patient may have the best oppor- 
tunity for complete recovery. 
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The Diagnosis and Treatment of Some 
Common Anorectal Diseases* 


F. B. CampsBeEti, M.D. 
KANSAS CITY, MO. 


The diagnosis of anorectal disease is 
simplified by the knowledge of two 
things: 

1. The local anatomy. 

2. The lesions most commonly found. 


While skillful treatment of the more 
difficult cases comes only with experi- 
ence, careful examination may reveal con- 
ditions which can be treated by the gen- 
eral practitioner with credit to himself 
and benefit to his patient. This is much 
better than overlooking or ignoring your 
patient’s rectal complaints and leaving 
him to seek relief at questionable sources. 
You may not hear from a patient again 
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after indifferently prescribing a supposi- 
tory, possibly even without an examina- 
tion. He feels that you have done your 
best and failed, so aid is sought else- 
where. 


APPLIED ANATOMY 


Embryologically, the rectum develops 
from the hindgut, and is of entodermal 
origin. As the hindgut progresses poster- 
iorly, it carries with it its epithelial lining, 
a true mucous membrane, its sympathetic 
nerves, and its lymphatics and blood ves- 
sels of visceral origin. At the same time 
the anus, of ectodermal origin, is develop- 
ing as a depression called the proctodeum. 
It is therefore lined with a modified skin 
supplied by spinal sensory nerves and its 
lymphatics and blood vessels belong to 
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the general circulation. Their line of un- 
ion is called the mucocutaneous or ano- 
rectal line. While this line is very irregu- 
lar, the two types of epithelium are sharp- 
ly differentiated. The stratified squamous 
epithelium below this line gives it a dull 
pink appearance while a single layer of 
columnal epithelium of the mucous mem- 
brane above gives it a red, shiny appear- 
ance. While there is free anastomosis be- 
tween the arteries, veins and lymphatics 
across this line and possibly some over- 
lapping of the nerve supply, for all prac- 
tical purposes it may be considered the 
dividing point between the visceral and 
somatic systems. It is therefore descrip- 
tively referred to as the “watershed.” 
These facts are of greatest importance in 
diagnosis. 
INTERPRETATION OF SYMPTOMS 


The term “anorectal disease” is com- 
monly used for the reason that probably 
95 per cent of the pathology with which 
we have to deal occurs near the anorectal 
or mucocutaneous line with some involve- 
ment above and below. However, the 
symptoms produced in the two areas are 
entirely different and this knowledge may 
be of value in localizing a lesion. For ex- 
ample, while an embolus from below the 
anorectal line would enter the general 
circulation, above, it would enter the por- 
tal. Some of the questions commonly asked 
may be answered by referring to the 
anatomy. 


Can a swollen inguinal lymph gland 
bear any relation to the anorectal symp- 
toms? Infection or malignancy involving 
the anal skin below the anorectal line 
may extend to the inguinal lymph nodes, 
above, to the retrorectal and mesenteric 
nodes. 


A patient may complain of a sharp, cut- 
ting pain high up in the rectum. Remem- 
bering that only the anal canal is supplied 
with spinal sensory nerves, the acutely 
painful lesion will be found to involve this 
area. We are all familiar with the anal 
ulcer or fissure in the anal canal which 
may cause intense, acute pain, and the ex- 
tent to which ulceration or a carcinoma 
may involve the rectum before pain is 
produced, and then only the ache or 
cramp of the sympathetic nerves. 


In a recent article, Thiele’ has shown 
the anatomic basis for the production of 
referred symptoms from anorectal disease, 
both through the cerebro-spinal and vege- 
tative nervous systems. It is impossible to 
detail here the anatomy of the nervous 
system which reveals the basis for the 
production of a long chain of symptoms 
arising from anorectal irritation such as 
backache, pain in the hip or down the legs, 
headache, genito-urinary spasm, a spastic 
or atonic colon with its symptoms of 
shifting abdominal pain and constipation, 
stomach symptoms and general nervous- 
ness and irritability, to mention only a 
few of the more common. 


The anorectal region is an area more 
easily abused than any other portion of 
the body. The funnel-like arrangement 
whereby the larger tube is joined to a 
smaller at the anorectal line results in an 
area which is subject to trauma. This 
area is frequently subjected to chemical 
irritation by liquid stools from laxatives, 
often alternating with the hard stools of 
constipation. The rectum is richly sup- 
plied with blood vessels but unfortunately 
the veins have no valves and this predis- 
poses to stasis in the venous circulation. 
The blood supply of the anal canal is rela- 
tively poor and the nutrition is often fur- 
ther impaired by hypertonic sphincters. 
This area is therefore predisposed to many 
conditions which might be classed as due 
to: 

I. Structural weakness. 

1. Prolapse: 
a. Mucosal. 
b. Anal skin. 
c. Rectal. 

2. Hemorrhoids. 

II. Infections. 

1. Pruritus. 
2. Cryptitis. 
3. Fissure. 
4. Abscess. 
5. Fistula. 


‘HI. Neoplasms. 
1. Hypertrophic papillae. 
2. Polyps. 
3. Adenocarcinoma. 
4. Carcinoma. 


In many of the conditions there is some 
combination of the above classes. For the 
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purpose of limiting our discussion, all 
reference to specific infections such as 
amoebiasis, tuberculosis, gonorrhoea, etc., 
are omitted. This classification is used for 
the reason that I believe the causative 
factor in much anorectal pathology is an 
inherent structural weakness which re- 
sults in prolapse and the formation of 
hemorrhoids, with secondary infection ac- 
quired as the disease progresses. In others, 
the infection is primary, the tone of the 
tissues is impaired, and prolapse and vari- 
cosities develop. 

The lower rectum is subject to acute 
infections. Those which become chronic 
tend to localize in the crypts of Morgagni. 
The investigations of Tucker? and Hellwig 
seem to indicate that this is not due to the 
crypt as such, but the presence of branch- 
ing gland-like structures or ducts which 
extend well into the submucosa and even 
into the muscular layer. These ducts af- 
ford infection easy access to the submu- 
cosa after which the virulence of the in- 
fection determines its course. 

Fortunately, the diagnosis is frequently 
self-evident. For the average case, a rou- 
tine examination should be made to in- 
sure thoroughness. This inciudes: 

I. Inspection. 

II. Palpation. 

III. Anoscopic examination. 

IV. Proctoscopic examination. 

In certain cases we should include 
Roentgen ray, study, and consultation 
with the internist. 

Inspection tells us much but at the same 
time may be very misleading. The thick- 
ened, excoriated or water-soaked appear- 
ing skin of pruritus ani may be observed. 
While this condition occasionally is due to 
a fungus infection, it is always an indica- 
tion for further careful examination 
which often reveals pathology higher up. 
Skin tabs are evidence that there is or 
has been infection beneath the anal skin 
resulting in a loss of tone and sagging 
which produces the superfluous tab. 

Palpation is important. Tightly con- 
tracted sphincters usually mean some ir- 
ritation within the anal canal. Rotating 
the finger and palpating along the ano- 
rectal line may reveal tender points, 
the anoscopic examination reveals as red, 
frequently with slight induration, which 


tender crypts which bleed with slight 
probing. a typical cryptitis. Blood stained 
mucous on the tip of the examining fin- 
ger usually means serious disease in the 
rectum since the small amount of trauma 
produced by the finger will usually not 
produce bleeding from an internal hemor- 
rhoid or a cryptitis. Extensive ulceration 
or a carcinoma will usually be found. 

I have heard doctors say that a patient 
had no hemorrhoids because the finger 
had been inserted and none felt. The use 
of an anoscope would be very enlighten- 
ing in many such cases. An_ internal 
hemorrhoid can be felt only when it has 
progressed to the point where there is ex- 
tensive fibrosis or thrombosis present. 
The finger may encounter folds suggest- 
ing hemorrhoids but the true condition 
can only be discovered by instrumenta- 
tion. 

The importance of ihe proctoscopic ex- 
amination was forcefully impressed upon 
me several years ago when a friend 
brought his wife to me to determine the 
cause of her rectal-bleeding. The anoscope 
revealed large internal hemorrhoids which 
would bleed freely when rubbed with an 
applicator. The diagnosis seemed plain 
and I hesitated in subjecting her to the 
discomfort of a proctoscopic 2xamination. 
As a matter of routine, however, the 
proctoscope was introduced and to my 
surprise an extensive carcinoma was en- 
countered beyond the reach of the exam- 
ining finger. Since that time it has been 
my misfortune to encounter many patients 
who are very bitter against their family 
physician because he has ignored their 
complaints of rectal bleeding, constipation 
or diarrhoea over a period of time in 
which a carcinoma has progressed io the 
inoperable stage. 

It is within the reach of every general 
practitioner and internist to easily acquire 
the degree of skill necessary for the diag- 
nosis of the large majority of anorectal 
diseases. How much better this would be 
for all concerned than to dismiss the sub- 
ject with that overworked phrase: “That's 
one thing I know nothing about.” 


1210 Professional Building. 
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Ulcer Serpens* 


Kirt G. Parks, M.D. 
OKLAHOMA CITY 


Ulcer Serpens is a deep form of sup- 
purative keratitis caused by a corneal in- 
jury plus pneumococcic infection, and 
characterized by a stormy course with re- 
sulting visual defects and at times even 
the loss of the involved eye. 


Undernourishment in the poorer labor- 
ing class, especially in alcoholics, predis- 
poses to this condition. The vast majority 
of those affected are over forty years of 
age, although children may develop iden- 
tical or similar ulcers following measles, 
scarlet-fever or smallpox. Warm weather, 
with consequent increased exposure io 
outdoor foreign particles also plays a part. 


The chief eye condition leading to ulcer 
serpens is chronic Dacryo-cystitis with 
frequent regurgitation of purulent mater- 
ial into the conjunctival sac. Chronic con- 
junctivitis—including Trachoma, Herpes 
of the cornea and glaucoma—render ihe 
eye more vulnerable. 


Pneumococci are frequently found in 
apparently normal conjunctival sacs, but 
when an injury to the corneal epitheli- 
um and Bowman’s membrane occurs in 
the presence of pneumococci, the develop- 
ment of a corneal ulcer is likely. Often 
the corneal injury seems trivial. It may be 
caused by a twig or stick, small stone, 
finger nail or by trichiasis. 


During the first few days after injury 
the symptoms may not be severe, but by 
the third or fourth day typical findings 
begin to develop, and by the end of a week 
they are pronounced and unmistakable. 
Often the patient is not seen by the Oph- 
thalmologist until at least a week has 
elapsed, then he has excruciating pain in 
the eyeball and surrounding region, due 
to severe accompanying _irido-cyclitis. 
Photophobia and lacrymation are trouble- 
some and vision is impaired. Objectively 
one notes swelling of the lids with con- 
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junctival chemosis, very pronounced con- 
junctival and ciliary injection, a gray 
sloughing central lesion of the cornea with 
an overhanging, advancing edge and yel- 
lowish border. The whole cornea appears 
hazy, iris dull and hypopyon is always 
present. This is seen best with the patient 
in upright position. Dense posterior 
synechia develop early while later an- 
terior synechia are also marked. 


The course of the ulcer itself can be 
accurately gauged by daily staining with 
two per cent fluorescin or mercurochrome. 
In fulminating cases it changes even from 
hour to hour. Typically it progresses in 
irregular, serpent-like fashion, one side 
advancing with undermined yellowish 
edge while the opposite side heals. The 
base is a _ gray-yellowish, foul slough 
which often obscures detection of a deep 
extension of the ulcer. Much or all of the 
corneal surface may be involved, while 
at the same time it burrows deeper. The 
hypopyon rapidly increases in size and be- 
comes more firm. It may occupy one-half 
or more of the anterior chamber and re- 
main distinctly visible even while the 
patient is recumbent. At the same time a 
posterior abscess erodes Descemet’s mem- 
brane and the deep corneal stroma. I[rido- 
cyclitis with marked anterior and poster- 
ior synechia progresses rapidly. 


Prognosis is poor, at the best, as to vis- 
ion, because of the central location of the 
ulcer with resulting corneal opacities or 
facets. A dense leucoma of the central 
area of the cornea, is not unusual. Many 
cases perforate in spite of excellent but 
unavoidably delayed treatment. Then the 
iris usually prolapses and even prolapse 
of the lens may occur. A persistent fis- 
tula or intra-ocular infection with pan- 
ophthalmitis may lead to phthisis bulbi. 
The weakening of the corneal structure 
may lead to keratectasia or staphyloma of 
the cornea. Secondary glaucoma resulting 
from anterior and posterior synechia is to 
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be feared, and cataract sometimes re- 
mains. 


PATHOLOGIC ANATOMY (FUCHS) 


Fuchs studied the early stages of ulcer 
serpens by inoculation in glaucomatous 
eyes condemned to enucleation, and re- 
moved three days after inoculation. At 
the point of inoculation a gray infiltrate 
was present, being raised up somewhat 
above the level of the adjoining cornea, 





Figa. HYPOPYON ULCER 


and having a more marked gray border, 
as in beginning ulcer serpens. Cross sec- 
tion showed the plug consisting of swollen 
superficial layers of the cornea. Therein 
lay a few pus corpuscles, staining poorly 
(necrotic) and masses of pneumococci 
which filled out almost completely the 
visible large spaces in the plug. Bowman’s 
membrane is likewise necrotic over the 


plug. 
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Figure 61: At (a) swollen masses press 
through a break in the membrane onto the 
anterior surface of it, while the sharpened 
margin of the plug shoves itself, wedge- 
like, beneath the membrane. Bowman’s 
membrane is absent on the other side be- 
tween (b) and (c). Through this defect 
the epithelium (d) has grown down into 
the depth and sharply sets off the necrotic 
plug from the living tissue of the cornea. 


The corneal lamellae on the under side 
of the plug are permeated by pus corpus- 
cles whose mass increases toward the mar- 
gin (a). Here all living pneumococci lie 
in the necrotic margin itself as well as in 
the surrounding infiltrated lamellae of the 
cornea. An advance of the suppuration 
was therefore to be feared toward this 
side. 


The exudate in a. c. arises from the ves- 
sels of uvea and therefore frequently con- 
tains pigment granules. It consists of pus 
cells and a fibrin matrix. It first accumu- 
lates in the angle between the cornea and 
iris, at the bottom of the anterior cham- 
ber. The upper part is not strictly hori- 
zontal but drawn up on the back surface 
of the cornea and goes into an extremely 
thin layer of pus cells onto the entire 
posterior surface of the cornea. This is the 
cause of the delicate clouding outside the 
ulcer proper. 








Fic.c3. ULCUS SFRPENS 


Figure 63: Upper progressive border (a) 
yellow crescent, (b) lower—slightly 
clouded border, (c) pus clumps behind 
cornea, (d) hypopyon, (e) posterior abs- 
cess. 


Older cases show a flat loss of sub- 
stance reaching into the middle layers 
of the corneal stroma with steep, some- 
what wall-like elevated borders. 





FieG2 WLCUS SEKF 


Figure 62: Ulcer is large yet coated with 
pus throughout and has a yellow border 
(aa) entirely about it. It is elevated be- 
cause the underlying infiltration has lift- 
ed up the anterior corneal lamellae. The 
still suppuratively infiltrated layers form 








. — = 








JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 293 


the floor of the ulcer; thereupon follow 
those lying in the depth, showing no liv- 
ing corneal corpuscles so that the cornea 
is therefore here necrotic in its entire 
thickness. Marked infiltration under the 
limbus (bb) exists at the border of the 
cornea; thereunder lie living corneal la- 
mellae showing moderate infiltration 
which only becomes more marked toward 
the deeper layers (cc). Posterior abscess 
is absent in this case. 


If infiltration disappears in the course 
of disease regeneration of epithelium sets 
in at once and this grows over the floor of 
the loss of substance. However, restora- 
tion of the corneal surface may not be 
perfect, and facet formation is not unusu- 
al. 


It must be understood that the above 
picture of ulcer serpens is not always 
seen clinically. Variations in the viru- 
lence of invading organisms and tissue- 
resistence, as well as previous treatment, 
may alter the picture considerably. How- 
ever, progressive foul ulcer with hypop- 
yon is a constant finding. Other organ- 
isms than pneumococci may be recovered 
from the ulcer, but pneumococci always 
predominate in a typical case. 


Treatment: As a prophylactic measure 





the successful treatment of chronic con- 
junctivitis and especially of chronic dac- 
ryocystitis, is of primary importance. 
Don’t temporize with the lacrymal infec- 
tion but remove the sac promptly in elder- 
ly people when irrigations and possibly 
probing, fail to yield immediate improve- 
ment. 


As to the actual treatment of severe 
ulcer serpens, the ophthalmologist has 
succeeded if he brings about healing 
without perforation, whatever the final 
visual result. Everything possible must be 
done promptly and radically to avoid dis- 
astrous results. Hospitalize the patient and 
keep him in bed. Provide free elimination, 
good diet and force fluids. Give sodium 
salicylate in large doses (at least fifteen 
grains every three hours). Typhoid-Para- 
Typhoid vaccine (30,000,000 to 70,000,000 
organisms intra-venously as initial dose— 
and do not hesitate to give much larger 
dose if temperature reaction of 101-102 
degrees is not obtained). Repeat vaccine 
every other day for several doses if nec- 
essary. 


Do not fail to look for infected teeth 
and sinuses; take the blood Wasserman; 
then treat accordingly. Bad teeth should 
be immediately removed. 


Locally, use atropine drops (one per 
cent to three per cent) as necessary to 
keep the pupil dilated and if necessary 
supplement with atropine and adrenalin 
packs in cul-de-sac or subconjunctival 
atropine. Watch the tension carefully 
while giving atropine and if increased, do 
immediate paracentesis, but continue 
atropine. Hot compresses should be used. 
Optochin (one per cent) should be applied 
directly or by instillation—daily. A band- 
age should be used, especially if perfora- 
tion is imminent. 


In early cases the thermophore (145 de- 
grees for one minute) is helpful. A heated 
muscle hook has a similar effect. But if 
the ulcer is very severe use trichloracetic 
acid (crystals) or phenol for cautery. In- 
still butyn or holocaine drops, curette ul- 
cer gently, dry with cotton applicator, then 
apply trichloracetic acid or phenol with 
the end of a tooth-pick or a very tightly 
wound small cotton applicator. Be sure no 
excess of acid is present. Shake off excess 
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before applying. If there is not definite 
improvement in twenty-four hours, use 
thermo or galvano cautery. But if chemi- 
cal cautery improves the ulcer, repeat at 
one or two-day intervals (for two or three 
times). 


When the ulcer is very extensive with 
large hypopyon, or if tension is increased, 
do a paracentesis. This may be repeated 
several times. (Sometimes there is 
marked improvement, as may occur fol- 
lowing spontaneous perforations.) When 
the ulcer covers most of the cornea, a 
Saemisch Section should be done. The 
wound should be re-opened daily until 
definite improvement occurs. 


Treatment of complications: 


1. Descemetocle—Eserine and pressure 
bandage. 

2. Prolapse of iris—If small, leave alone; 
if large, usually excise. 


3. Fistula—Conjunctival flap. 

4. Leucoma—Heat, massage cornea with 
yellow oxide ointment, dionine, sod- 
ium iodide or mercury cyanide sub- 
conjunctivally. 

5. Staphyloma and phthisis bulbi—Usu- 
ally enucleation. 


The following case histories are those 
of patients treated for severe corneal ulcer 
in the eye ward at Bellevue Hospital, be- 
tween November 1, 1933 and March 1, 1934. 
At this time the essayist was a member 
of the house staff, eye service and assisted 
with such treatment. 


CASE No. 1: R.C., male, 40. 


History: Left eye red and sore for one week, 
poor vision, aggravated by exposure and intoxica- 
tion. 

Physical examination: Pyorrhea. (Refused ex- 
traction.) 

Eyes: Vision: (Left eye) counts fingers at one 
foot. Ulcer- of cornea 6-8 o'clock near limbus, cor- 
nea hazy, moderate hypopyon. Tension: One plus. 

Treatment: Atropine, hot compresses, salicyl- 
ates, milk (10 c. c.) intramuscularly. Temperature 
101.8 degrees, typhoid vaccine—two doses (tem- 
perature 98.2 and 101.6 degrees). 

Progress: Nine days after admission, sudden 
perforation; pressure bandage applied. (Ulcer had 
been treated conservatively, never cauterized). 

Discharge note: Vision, left eye—Light percep- 
tion (projection poor). No corneal stain, but 
marked irregularity of corneal surface, with leu- 
coma. 


CASE No. 2: G.D., male, 56. 
History: Redness, pain and soreness of left eye 


for three weeks. Was treated at clinic but no im- 
provement. 

Physical: Several infected teeth (four extract- 
ed). 

Culture of conjunctival sac: Staphylococcus 
aureus. 

Eyes: Left eye—Vision—Light perception. Pro- 
jection poor. Extensive ulcer lower central area, 
marked hypopyon, tension four plus. (Old tra- 
choma both eyes). 

Treatment and progress: Saemisch Section. 
(Wound re-opened next day). Milk, 10 c.c. intra- 
muscularly. (Temperature 99.6 degrees after two 
doses). Typhoid one minim (temperature 104 de- 
grees); two minims (temperature 103 degrees); 
three minims (temperature 101 degrees); cauter- 
ized—trichloracetic three times. Phenol, ultra- 
violet light three times (worse after each). Dio- 
nine and hot compresses. (Immediate improve- 
ment after phenol). 

Discharge note: Vision, left eye—Hand move- 
ments at two feet. (Light perception good). Good 
recovery from severe hypopyon ulcer, but still cor- 
neal infiltration. 


CASE No. 3: L.L., male, 42. 

History: For two weeks pain, redness and poor 
vision of left eye. Drinking heavily. 

Physical: Many infected teeth (three extracted). 

Conjunctival smear: Pneumococci, diphtheroid 
and bacillus subtilis. 

Left eye: Vision—Light perception. (Projection 
faulty). Almost entire cornea stains. Ragged, dirty, 
yellowish ulcer. Marked hypopyon. Tension three 
plus. 


Treatment: Saemisch Section. Much pus escaped. 
(Wound re-opened twice). Eye patch. Atropine, 
hot compresses, diphtheria anti-toxin, 5,000 units 
and 10,000 units, intramuscularly. Typhoid-Para- 
Typhoid vaccine, minims one. 


Discharge note: Vision, left eye—Light percep- 
tion. Projection poor. Tension soft. Cornea thin 
and slight Keratectasia. 

Then the case histories of four other 
severe corneal ulcers are given. None of 
these had hypopyon or other definite 
characteristics of ulcer serpens. 

The following is a summary of this 
series of seven cases: 


be 


ee ee on) 


Average age 

Cases with infected teeth 

Cases with acute alcoholism 

Good recovery 

Poor recovery 

Slightly improved 

Perforation of cornea 

Exposure and acute alcoholism seemed 
the most important predisposing factors. 
No foci of infection were found except 
teeth. Staphylococcus Aureus was the pre- 
dominating organism in smears and cul- 
tures. Diphtheroids were found in two 
cases and pneumococcus in one case. 


Three cases had hypopyon (including 
case with pneumococci in the smear) and 
all had severe type of ulcer with exten- 
sive involvment. 
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Routine treatment: Salicylates, milk and 
typhoid vaccine as foreign protein (ty- 
phoid used where milk was not effectual). 
Atropine and-eye patch. Cautery with al- 
cohol, in more severe cases with trichlor- 
acetic acid and phenol, was used. The lat- 
ter was very efficient. The case having 


perforation of cornea was treated most 
conservatively. Saemisch Section was not 
satisfactory. Visual results were not en- 
couraging, but would probably improve 
as opacities cleared. Dionine, in increas- 
ing strength, and hot compresses were 
used for this purpose. 
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A Report on Hysterectomies* 


Dr. F. A. Hupson 
ENID, OKLAHOMA 


When the chairman asked that I pre- 
pare something for this section, it oc- 
curred to me that it might be an interest- 
ing thing to make a comparison between 
my abdominal and vaginal hysterecto- 
mies. In going over the records, the his- 
torian at the hospital was able to find 
almost a thousand hysterectomies in the 
last fifteen years, which should be a large 
enough series to gather some data from. 
But, in attempting to analyze these cases, 
we found it rather complicated and on 
the whole, not overly satisfactory. 


In a large per cent of these operations, 
where either all or part of the uterus was 
removed, other surgery was done, and 
sometimes considerable other surgery. In 
most instances, in the abdominal hyster- 
ectomies, the appendix at least, was re- 
moved, and in quite a few, much other 
surgery, such as cholecystectomy, was 
done. A good many of the abdominal cases 
had repair work, and in most of these 
cases of subtotal hysterectomy, the cervix 
was either amputated or treated with the 
cautery. In practically all the vaginal 
cases, excepting those operated for carci- 
noma, and in some of these, extensive re- 
pair work was done, and in some of them, 
other surgery. It was not at all unusual 
in checking these cases to find that some 
of them had a good many conditions 
which could be benefitted by surgery; for 
instance, fibroids and salpingitis, ovarian 
tumors, uterine tumors, and tubal dis- 
ease, or almost any condition involving 





*Read before the Surgical Section, Annual Meeting of the 
Oklahoma State Medical Association, Oklahoma City, May, 
1935. 


the uterus and adnexa, complicated by ex- 
tensive damage from labor. So we at- 
tempted to classify these cases from the 
etiological standpoint, only from the most 
prominent condition. 


The abdominal cases were done on the 
average on much younger women, and the 
vaginal cases on older ones. The percent- 
age of total hysterectomies in the vaginal 
ones was much higher than in the abdom- 
inal cases. On the other hand, the per- 
centage of infections in the abdominal 
cases—that is, preoperative infections, 
was much higher, and also the amount of 
other surgery done at the same time, ex- 
cluding repair work. So it is quite diffi- 
cult to compare cases which could be con- 
sidered parallel. I shall simply have to re- 
port the series as we found it, give my 
impressions, and allow you to have your 
own. 

An attempt was made to preserve some 
of the adnexa, particularly ovarian tissue, 
and this was done in a very large per cent 
of the cases. I have the impression 
that a good many of the unsatisfactory re- 
sults were due to later trouble with these 
organs which were left at the time of the 
first operation. 


HYSTERECTOMIES 
Abdominal . 3 : 763 
Vaginal 175 
Both Vaginal and Abdominal ........... 11 
TOTAL NUMBER ; 949 
ETIOLOGY 

Conditions due to pregnancy and labor, 
fibrosis, bleeding, metritis, etc. 324 
Infections, tubo-ovarian inf. etc. 301 


Fibroids 197 
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Carcinoma ‘4 57 
Polyps . 12 
Ectopic pregnancy : 18 
Varicosities .. . 25 
Papillomatous cyst 6 
T. B. te 
Decidual epithelioma ee pubes) 
Dermoid 2 
Sarcoma ..... 1 
Abdomial pregnancy > ea 1 


ETIOLOGY IN ABDOMINAL CASES 
Conditions due to pregnancy, labor, fibrosis, 
2 


Papillomatous cyst 


| we 
Abdominal pregnancy , 


bleeding, metritis, etc. 43 
Infections, salpingitis, etc. 301 
Fibroids Ro 144 
Ectopic pregnancy . 18 
Varicosities . . 25 
Carcinoma 21 

6 
7 
2 
1 


WHAT WAS DONE (ABD.) 
Other surgery than removal of uterus 663 


No other surgery .................. 100 
Subtotal removal, i. e. fundus - 724 
Total removal ... . 39 
Adnexa removed 321 
All or part preserved 442 


ETIOLOGY IN VAGINAL CASES 
Conditions due to pregnancy, labor, fibrosis, 


bleeding, metritis, etc. 81 
Fibroids ......... ok bie . 61 
Carcinoma a ae 
Polyps — 
Decidual ‘epithelioma . oe 
Sarcoma it — 
> ea 1 

WHAT WAS DONE (VAG.) 
Other surgery than removal of uterus 117 
No other surgery . 58 
Subtotal removal . 70 
Total removal 105 
Adnexa removed . 44 
All or part preserved 131 
ETIOLOGY IN BOTH VAG. AND ABD. 
OPERATION 
Fibroid 2 
Carcinoma 8 
Polyp 1 


WHAT WAS DONE 


Other surgery than removal of uterus 7 
No other surgery 4 
Adnexa removed ‘ 6 
All or part preserved ......... 5 
Complete removal of uterus Seentaimnkinasiaicabiainane 1l 

DEATHS Per Cent 
Abdominal cases 24 . 3.14 
Vaginal . 4 . 2.28 
Both vag. and abd. a 18.00 
Total deaths - 30 . 3.16 


CAUSES OF DEATHS 
Abdominal Cases 


Infection 
Ileus ..... 
Embolus 
Pneumonia 


Now o 
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Shock . 1 
Nephritis . 1 
Toxic goiter . 1 
Fat embolism ......... 1 
Mesenteric thrombosis — ue 1 
Acute dilatation stomach ... 1 
Vaginal Cases 
Embolus _..... 2 
Heart block 1 
Uremia ..... 1 
Both Vaginal and Abdominal 
Shock and commenti : = 1 
ERS é 1 


In looking up some series of hysterec- 
tomies which have been reported, I find 
the majority of them are abdominal oper- 
ations and subtotal removal, and that the 
death rate varies a great deal. In a series 
of about 600 cases reported from Los 
Angeles, the most of which were subtotal 
and abdominal hysterectomies, the death 
rate was 1.9 per cent. Most of these cases 
were operated for fibroids and fibrosis. 
In a series of cases from the Vanderbilt 
University Hospital, a mortality rate of 
4\% per cent is shown, of which the great- 
er number were subtotal abdominal hys- 
terectomies. A series of 335 cases from six 
different hospitals in Detroit, and 35 dif- 
ferent operators, shows a mortality rate 
of 4.68 per cent. In 311 hysterectomies 
done at Peterson’s Clinic, a death rate of 
4'4 per cent was reported. Davidson re- 
ports a death rate of 1.58 per cent, except 
in the Wertheim operation, in which he 
reports a death rate of 10 per cent. Pearse, 
in reporting 1900 consecutive supravaginal 
hysterectomies over a period of 25 years, 
reports a death rate of 1.7 per cent. In 122 
cases of malignancy, he reports a death 
rate of 13.9 per cent. In 127 cases of com- 
plete hysterectomies for non-malignancy, 
he reports a death rate of 5.1 per cent. He 
states that the percentage of carcinoma 
developing in the cervical stump is less 
than one per cent. Fullerton and Faulkner 
report a mortality in 1078 pan hysterec- 
tomies of 4.1 per cent. In 609 supracervi- 
cal hysterectomies, 4.4 per cent. In 164 
vaginal hysterectomies, 3.6 per cent. They 
think the vaginal hysterectomy is prefer- 
able in a great many cases. Rinaman re- 
ports a series of cases with a mortality of 
3.7 per cent, divided as follows: Vaginal 
hysterectomy, no deaths; supravaginal 
hysterectomy, 1.6 per cent; pan hysterec- 
tomy, 9.6 per cent. Witherspoon and But- 
ler report 159 cases or pan hysterectomy, 
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73 vaginal and 77 abdominal operation, 
with a mortality rate of 5.3 per cent in the 
abdominal group and 2.7 per cent in the 
vaginal group. They conclude that the 
vaginal hysterectomy has many advan- 
tages. Heaney reports 565 vaginal hyster- 
ectomies done for benign pelvic disease. 
There were two fatal cases in this series. 
He states that the vaginal hysterectomy is 
the operation of choice except in such 
cases where there is a question of com- 
pletion. 


Dr. Carl Bauer of Chicago, studying a 
series of both vaginal and abdominal 
hysterectomies came to the conclusion 
that the vaginal hysterectomy was safer 
and that there is a definite decrease in 
the morbidity, and he also concluded that 
there is a 50 per cent increase in the mor- 
bidity when the cervix is removed, over 
the supravaginal amputation. 


There is considerable disagreement 
about the advantages and disadvantages 
of leaving the cervix. The majority of 
opinion seems to be that the advantages 
of the simpler operation are greater than 
its disadvantages. 


My own impressions are that the sub- 
total hysterectomy is both simpler and 
safer, and that it had better be done, ex- 
cept where there is definite indication for 
the removal of the cervix. Most of the 
disadvantages of the subtotal hysterec- 
tomy can be removed by the thorough 
treatment of the cervix with the actual 
cautery. I have seen some of these cases 
who had an annoying discharge from the 
cervix, but there is rarely any trouble 
where the cervix has been treated with 
the cautery, and if it has not been, the 
discharge is usually easily stopped by the 
use of the cautery. The entire mucosa of 
the cervix can be destroyed if desired, and 
it is a simple matter to enucleate the cer- 
vix per vagina if desired. I, myself, have 
seen only two cases of carcinoma develop 
in such a cervix, and in neither case had 
the cautery been used. The leaving of the 
cervix simplifies and shortens the opera- 
tion considerably. I think, also, that where 
the cervix is left, a better support for the 
vaginal vault is obtained. It is also my 
impression that the vaginal operation is 
safer than the abdominal, and that the 


patients have an easier convalescence. 
The vaginal operation is adaptable also 
to so many modifications. In many in- 
stances, a pan hysterectomy can be done 
easier if the first half of the operation is 
done through the vagina. This is particu- 
larly applicable in difficult cases where 
it is impossible to deliver the uterus. 
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DISCUSSION 


Dr. A. R. Sugg: I appreciate very much 
Dr. Hudson’s paper. It emphasizes quite 
distinctly the impossibility, or the fact 
that it is difficult to compare the tech- 
nique and the final outcome of these two 
types of operation. In Dr. Hudson’s paper, 
he was able to offer a distinct compari- 
son as to the final outcome in the very 
large series he has been able to use. There 
is a great variety of different percentages 
with reference to the mortality in either 
type of operation, ranging all the way 
from one to five per cent, and that makes 
it very difficult to tell us which of these 
two types should be done in a particular 
case. I wish to thank Dr. Hudson for this 
picture, because that is the closest to a 
vaginal hysterectomy I have ever seen in 
my life, and I have never in my life seen 
whatever there is to be seen with refer- 
ence to this type of operation. Those of you 
who are older either decided that the va- 
ginal hysterectomy was not the one for 
routine use, or else got lazy and did not 
teach it to us. The three or four things 
that have occurred to me from making an 
effort to try to find out how to do that 
particular type of operation, lies in the 
fact that to me I know it would be easier 
to do the total and subtotal hysterectomy 
through the abdomen than the vagina. In 
either type, all can be done through the 
abdomen and not all through the va- 
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gina. The matter of infection should be 
thought of. Here the abdominal route 
would compare favorably where you have 
to deal with the multiple, many types of 
bacteria that are in the vagina and are 
there all the time, because so many are 
subtotal and not total hysterectomies. As 
to shock, in something over one hundred, 
my very small series, I have had one death 
and that was due to shock. Another thing 
that the paper mentioned that Dr. Hudson 
didn’t discuss, is the matter of other oper- 
ations done at the same time. A rather 
large percentage of these cases are abdom- 
inal hysterectomies where other types of 
operation are also done at the same time. 
This, of course, cannot be done by the va- 
ginal route, and certainly not through ex- 
ploration that can be done by the abdomi- 
nal route. One thing that I consider an im- 
portant step in a hysterectomy is the sup- 
port to the vaginal wall. I have seen one 
case in the last nine months, done, I am 
glad to say, by somebody else, in which 
the vagina was not supported properly 
and she had complete prolapse of the va- 
gina. I know of no more distressing and 
disgusting condition than prolapse of the 
vagina. A good surgeon may be able to 
do that by vaginal hysterectomy, but I 
couldn’t do it I am sure, and it doesn’t 
occur to me that it would be as simple a 
procedure as by the abdominal route. An- 
other thing, I should like to ask about the 
percentage of bladder injuries, as I think 
that is to be considered. 


I place these remarks on outcome with 
the essayist on his outcome in abdominal 
hysterectomies. I have done something 
over a hundred abdominal hysterectomies 
of all types, and consider that to be a very 
satisfactory operation, one fraught with 
not too much danger of mortality, and I 
know nothing of the vaginal hysterecto- 
my. I am looking forward to the other dis- 
cussions on this paper. 


Dr. G. K. Dickson: I feel that compar- 
ing a vaginal hysterectomy and an abdom- 
inal hysterectomy is absolutely impossi- 
ble. There are cases in which the vaginal 
hysterectomy is preferable and there are 
cases in which the abdominal hysterecto- 
my is preferable. I put down these cases 
as divided in three classes, the total hys- 


terectomy, the sub-total hysterectomy, or 
vaginal hysterectomy. I always try to pre- 
serve the cervix. I see these cases first, 
and if the cervix does not look good I will 
take a section from it and have it exam- 
ined before I ever operate, to rule out any 
carcinoma. If this cervix looks very irri- 
tated, chronically infected and badly lac- 
erated, then this case should have this 
cervix removed by some method. Now, in 
this same case, if you have a badly lac- 
erated cervix and a large tumor, or we 
have some adnexal pathology or possibly 
an appendix, or if we want to explore the 
gall bladder and stomach, then an abdomi- 
nal total hysterectomy is preferable. If we 
have pathology in the adnexal region or 
an appendix, then a sub-total .abdominal 
hysterectomy should be done. Now in the 
vaginal hysterectomy, there are cases in 
which it should be done. The technique is 
followed here in these pictures, which are 
marvelous pictures. If the patient is a very 
poor risk and the tumor is small, then a 
vaginal hysterectomy can be done. If my 
patients are in poor shape, have been 
bleeding, and will not stand very much 
shock, then a vaginal hysterectomy is 
done, providing the tumor is small. I do 
not get as good results with a clamp va- 
ginal hysterectomy as in the ordinary 
classical type of hysterectomy. If I see a 
cervix which is carcinomatous, I do not 
do anything. I agree here that radium 
and irradiation should be used. If the pa- 
tient has carcinoma of the fundus, I 
think vaginal hysterectomy is complete- 
ly ruled out. I believe that all these cases 
in which there is carcinoma of the fundus 
should have an abdominal hysterectomy 
so you can remove as much tissue as pos- 
sible. A vaginal hysterectomy where there 
is a small tumor and nothing else to do is, 
I think, the desirable operation. I didn’t 
get time to figure out the percentage of 
vaginal and abdominal hysterectomies as 
given here, but I run about one in twenty 
cases where I feel that I can do a vaginal 
hysterectomy. Where a case has been 
operated previously in the midline and 
there is nothing to complicate going back 
in the abdomen through the midline, I go 
back in the abdomen through the midline 
and do the hysterectomy, either total or 
subtotal. 
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Dr. Kuhn: I don’t know whether I 
should discuss vaginal hysterectomy or 
not. I learned to do them a good many 
years ago, with a man who did them by 
preference. I returned after an absence 
of several years, and when I returned he 
was using the abdominal type. I ques- 
tioned him and he said, “I used to think 
there was a good indication in every case, 
but the older I grow and the more I do, 
the fewer the indications, and therefore 
the vaginal hysterectomy in my hands 
today is so rare that I can say I have 
practically stopped doing them.” This was 
J. Wesley Bohr, who was perhaps one of 
the most efficient operators I have ever 
seen. It is a fact that the indications for 
vaginal hysterectomy are so rare that it 
should be relegated to an operation of 
necessity rather than choice. There is no 
question to anyone that the approach can 
be made with greater accuracy through 
the abdominal route than through the 
vaginal route. The vaginal hysterectomy 
has only one thing to justify it and that 
is possibly—I won’t even say probably— 
lesser shock. In the vast majority of in- 
stances of those patients who are sub- 
jected to vaginal hysterectomy a treat- 
ment of some type would answer the pur- 
pose just as weli and very probably better. 
The most important of all the require- 
ments in doing hysterectomies is to avoid 
damage to the veins of the transilioform 
plexus. Broad ligament surgery is an ex- 
tremely dangerous surgery. It is danger- 
ous because of the inability to manipulate 
these large veins with the necessary care, 
therefore the most care that can be ex- 
ercised should be exercised. This just can- 
not be done by the vaginal route. It is not 
possible to do a vaginal hysterectomy with- 
out trauma to the transilioform plexus. 
In the abdominal route, on the other hand, 
you can visualize the transilioform plexus 
and before any trauma of any kind is done 
to these veins, they may be ligated high 
enough and far enough out so that post- 
operative thombii do not form, and there- 
fore post-operative embolism is really a 
thing of the past with hysterectomies. 
The same is exactly true in the presence 
of infection. Infections are a very definite 
contra-indication to vaginal manipulation. 
Now as to shock and the death rate, I al- 


most hesitate to say this, but in a series 
of four hundred hysterectomies that have 
been done at the University Hospital in 
the past four or five years, our death rate 
has been nil. We have had no pulmonary 
complications. There are no pulmonary 
emboli. When we come to consider the 
type of patient with which we have to 
deal, they are often extremely exanguin- 
ated because of bleeding and have gone 
through a long preliminary infection neg- 
lected, with great, large fibrous uterus, or 
with carcinoma of the fundus, most of 
them having gone months before they 
consult a doctor, you will realize that this 
is an entirely different type than the 
type which comes to the average man in 
general practice. So I say this, at least in 
my experience and in the experience of 
one or two men of universally wide repu- 
tation, vaginal hysterectomy has been 
practically relegated to the discard, and 
is reserved only for those very, very rare 
cases where vaginal hysterectomy is the 
only method of approach. 


Dr. Hudson: In the discussion someone 
asked about the danger of entering the 
bladder in the vaginal operation. This is 
certainly very slight. The bladder can be 
visualized and kept out of the way better 
with the vaginal operation than with the 
abdominal. In fact, in a total abdominal 
hysterectomy it often lessens the difficul- 
ty of the operation if the vaginal wall and 
the bladder are freed from the cervix per 
vagina before opening the abdomen. The 
support of the bladder and vaginal wail 
was mentioned, and I quite agree that this 
is very essential, but as good a support can 
be obtained in any case by the vaginal 
operation and in many cases very much 
better. For instance there is no abdominal 
operation which is very efficient in the 
correction of a cystocele. The vaginal oper- 
ation can be modified in many ways. The 
uterine fundus can be removed, or the 
fundus can be removed and the cervix 
opened and the mucosa removed and the 
remaining muscular tissue used exactly as 
in the Watkin’s interposition operation. 


In regard to infection following the 
vaginal operation, I think this danger can 
be almost ignored. About the worst thing 
that can happen is an accumulation of 
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fluid between the peritoneum and the 
vaginal wall, and you will not have much 
trouble with this if a small drain is in- 
serted through the vaginal wall but not 
through the peritoneum. 


After listening to Dr. Kuhn, I think I 
should do something about the abstract 
which I obtained on this subject this 
spring. According to it, instead of the va- 
ginal hysterectomy having been discarded, 
it seems to be quite the reverse. For in- 
stance, Dr. Heaney of Chicago—I think 
you all know who he is—reports a series 
of about 500 and states that he believes the 
operation is not only very much safer than 
the abdominal, but should be done in 
practically all instances where the uterus 
can be removed through the vagina. An- 
other series of cases in Chicago shows a 
much lower death rate and less morbidity. 
The conclusion was that the vaginal oper- 


>. 


ation where it can be done is the better 
one and the safer one. 

I will say this about the vaginal hyster- 
ectomy. It is a harder operation to do. If 
that makes any difference, you had better 
not tackle it. It is a more difficult opera- 
tion for the operator, but I think it is easi- 
er on the patient. Convalescence is more 
rapid and the risk is less. 

I was sorry that I could not get even a 
small series of cases which were similar 
enough in all respects to make a good 
comparison possible. As I stated in the 
paper, I found that about the only thing 
I could do in comparison was to give my 
impression, but I believe that anyone who 
will take the trouble to have this subject 
abstracted will find that the vaginal 
operation is not obsolete, but is definitely 
indicated in a rather large per cent of 
cases, and that from the patients’ stand- 
point it has many advantages. 
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Treatment of Acute Gonorrhea by the 
General Practitioner * 


J. WorRALL Henry, M.D. e 
ANADARKO, OKLAHOMA 


I am not discussing this subject from 
the standpoint of the specialist or from 
that where institutional care is given, but 
from the point of the general practitioner 
in his office. 


During the past few years of economic 
distress, the family doctor has been called 
upon to care for and treat a great many 
things that he formerly referred to the 
specialist, or that the patient took directly 
to that source himself. This is true in the 
treatment of gonorrhea. 


There is no reason why the man doing 
general work should not be able to do 
this satisfactorily and efficiently. Most 
of us have the necessary equipment and 
necessary knowledge to do so if we care 
to take the time and trouble. 


We will take up first, the preferred 





*Read before the Urological Section, Annual Meeting, 
Oklahoma State Medical Association, Oklahoma City, May, 
1935. 


methods of treatment as given by 935 
American urologists and printed in the 
January 18, 1933, issue of the Medical 
Journal and Record. “They show there is 
considerable divergence of individual 
opinion as to the most effective method of 
treatment, there is nevertheless a general 
harmony of thought on the elementary 
principles, on which treatment should 
be based. These may be set down as fol- 
lows: (1)That local treatment, properly 
applied, is the most effective agent in 
combatting the infection; (2) that the 
chemical compound employed should be 
bland and non-irritating; (3) that it 
should stimulate tissue reaction in the 
urethra and thus act as an aid to the 
natural reparative forces.” 


“The replies show furthermore, that 
American urologists are divided in the 
therapeutic sense as regards gonorrhea 
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into three major groups: (1) a group of 
250 who favor the silver compounds ex- 
clusively; (2) a group of 108 who favor 
permanganate irrigations exclusively; (3) 
a group of 332 who favor the silver com- 
pounds in combination with potassium 
permanganate irrigations. 


Then there are four minor groups: (1) 
a group of 48 who favor one of the dye 
preparations (mostly acriflorine); (2) a 
group of 46 who favor a dye in combina- 
tion with the permanganate irrigations; 
(4) a group of 89 who use all methods, 
according to indications, without any par- 
ticular preference. 

“Of the 32 urologists not included in 
these groups, 12 declared themselves 
opposed to all local treatment, 15 declared 
in favor of silver nitrate irrigations as the 
best form of treatment, and five had 
favorite methods of treatment which de- 
fied classification. 

“From this data it is seen that the large 
preponderance of the American urologic 
opinion (79.4 per cent) is in favor of the 
use of the silver compounds, either alone 
or in combination with irrigations of per- 
manganate or a dye. 

“When we analyze this data further, we 
find that urologists are again divided into 
three groups: (1) a group of 506 who fav- 
or the so-called mild silver products; (2) 
a group of 268 who favor the so-called 
strong silver products; (3) a group of 86 
who favor a miscellaneous group of silver 
products of various types which cannot 
be grouped together. This classification of 
“mild” and “strong” is based on the clini- 
cal reaction of these products in the 
human urethra, and not on the U. S. P. 
classification of mild and strong silver 
proteins, because many of these com- 
pounds are not proteins. 

“It is obvious therefore, that the major- 
ity of American urologists prefer the 
silver compounds of the clinically mild 
type in the treatment of gonorrhea. 


Of the total number of urologists (506) 
who prefer the “mild” silver compounds, 
322 (64 per cent) expressed their prefer- 
ence for argyrol, 46 (14 per cent) for neo- 
silvol, 30 (6 per cent) for silvol, 59 for 
silver nucleinate, 25 for silvogon, 20 for 
neoreargon, 20 for argo-iodin, 17 for solar- 


gentum, 12 for lunosol and 21 for mild sil- 
ver protein, U. S. P. A number of other 
products were mentioned in scattering 
numbers to the total of 29 silver products. 


“Regarding the strong silver com- 
pounds, 264 urologists are recorded as fav- 
oring protargol, 2 for strong silver pro- 
tein, U. S. P. and the rest scattering.” 
With the foregoing elementary princi- 
ples and data in mind as expressed by our 
leading urologists of America, let us con- 
sider the treatment of a case by the gen- 
eral practitioner. 


A young man comes to your office with 
a urethral discharge of two days duration, 
with a history of exposure during the past 
ten days. The only thing he complains of 
is the discharge and burning on urination. 
A slide is taken, and with gram stain 
shows a host of gram negative intra-cellu- 
lar, coffee bean shaped diplococci. A two- 
glass test of the urine shows a cloudy first 
glass and a clear second glass. The infec- 
tion is then assumed to be an Anterior 
Urithritis and every effort is made to 
keep it from extending to the posterior 
urethra. 


Now is the time to have a forceful talk 
with your patient. Impress upon him the 
fact that he has a serious infection and 
that to get well lies more in his power 
than in yours. You are the directing or 
guiding factor, but that his own behavior 
will determine whether he be cured or 
not. Strictly prohibit any sexual excite- 
ment. This does not mean refraining from 
coitus alone, but from reading racy books, 
pictures, close association with the op- 
posite sex, as in dancing or anything that 
will stimulate him sexually no matter how 
mildly. Also have him refrain from alco- 
hol, carbonated beverages, rich, greasy 
foods and those highly seasoned. Prescribe 
a plain, wholesome diet, and encourage 
the drinking of large amounts of water. 
Regular hours of rest and plenty of fresh 
air are of marked help. Keep the bowels 
well open; if necessary give some mild 
laxative. You should further advise him 
to do no heavy lifting or straining, from 
the danger of epydidymitis, and to wear 
a suspensory bandage or athletic support- 
er. 

With these things understood you can 
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now begin your actual treatment. Take 
a weak solution of potassium perman- 
ganate 1-8000, preferably slightly warm, 
and with your irrigator about two feet 
above the urethra gently irrigate the an- 
terior urethra with at least a quart of the 
solution. I use more. The nozzle of your 
irrigating tip is held just far enough into 
the meatus that your solution just goes 
down to the cut off muscle. 


Following this irrigation, you now gent- 
ly instill just enough 10 per cent argyrol 
solution, freshly made, to comfortably 
fill the urethra. This usually takes about 
one dram. Have the patient hold it in the 
urethra four or five minutes by the watch. 
Then allow what will to run out, and tell 
your patient not to urinate for two hours 
if possible. Do this procedure daily, and 
every day make your two-glass test, as 
this will give you an indication as to how 
your treatment is progressing. After the 
first few days, four or five to a week, and 
after I have had a chance to teach the pa- 
tient how, I usually turn the argyrol sol- 
ution over to him and have him use it at 
home, night and morning, always after 
urinating. In uncomplicated anterior ure- 
thritis your discharge will begin to lessen 
at the end of the first week or ten days, 
and gradually diminish from then on. 
When your discharge gets very slight is 
the time to make an examination of the 
prostate gland. 


This is done with the gloved finger in 
the rectum. Let me remark here, be gen- 
tle. Palpate the gland with the ball of the 
finger, sweeping the finger from the cen- 
ter outward with gentle downward 
pressure. Don’t punch or bruise the gland. 
You may find the prostate somewhat en- 
larged and tender, indurated or soft, 
usually accompanied by some heat. If this 
procedure causes pain, your massage is 
too firm. If it causes an increase in the 
urethral discharge discontinue until the 
discharge lessens. This massage should 
not be done more than twice a week. At 
this stage you can usually defer your 
urethreal irrigations to the days on which 
the massage is given. 


When your two-glass test shows both 
glasses clear and no G. C. shows in your 
microscope you can reasonably assume 


that the case is cured. However it is well 
to check up on your patient for some 
time afterwards, especially as to massage. 
This can be carried on for two or three 
months. A non-specific morning drop is 
often caused by too limited massage as 
well as by too strong urethral medica- 
tion. 


I have just outlined the treatment of 
an uncomplicated case of Anterior Ure- 
thritis. Unfortunately the doctor sees few 
cases as simple as this. The great majori- 
ty of the cases involve the posterior as 
well as the anterior urethra. They are 
often posterior when you first see them, 
or become so in spite of all you may say 
or do to the patient. 


The treatment of Posterior Urethritis 
as far as medication goes is the same as 
that of the anterior, but you must get your 
irrigations and injections back into the 
posterior urethra. For your irrigations 
this is done by raising your irrigator to a 
higher level, 3 or 3% feet thereby in- 
creasing your pressure to force the solu- 
tion past the cut off muscle and into the 
bladder. When doing this I have my pa- 
tient strain down as though urinating. 
After a time or two they do this very nice- 
ly. If your pressure is too great you may 
cause an epididymitis. If this occurs, dis- 
continue all local treatment until this con- 
dition clears up. Rarely do you have to 
confine your patient in bed even under 
these circumstances, if you give him prop- 
er support with a suspensory, hot sitz 
baths, laxatives and copious drinking of 
water. 


When you return to your local ireat- 
ment make your pressure less and per- 
haps your medication milder. 


Again as in the treatment of Anterior 
Urethritis, after both glasses in your iwo- 
glass test are clear or only slightly hazy, 
you may begin your prostatic massage, 
not over twice a week, with the same 
technic. Some of you probably will ask 
about the use of steel sounds at this stage 
of your treatment. Personally, I use them, 
giving a full dilatation once or twice a 
week, depending on the case and the way 
the patient reacts to the soundings. Not 
infrequently your patient will have a chill 
following the passage of sounds, vary- 
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ing from a chilly sensation to a genuine 
rigor. I want to state here as I did about 
massage, be gentle. You can do untold 
damage with a steel sound if vou are not 
careful. Never force a sound. If your 
sound will not pass easily and by practi- 
cally its own weight there is one of two 
things wrong: You have too large a sound, 
or your technic is wrong. (I am _ not 
speaking of strictured urethra, although 
with a strictured urethra, the gentler you 
are the better results you'll get.) 


Sometimes after a patient’s discharge 
has stopped and you begin using sounds, 
his discharge will re-appear and show pos- 
itive. This means that in stretching the 
urethra you have “kicked” out some hid- 
den diplococci that would have caused 
your patient future grief and you embar- 
rassment. If the meatus is small, it is al- 
ways a good plan to do a meatotomy. 
This can be done with a local anesthetic 
with very little discomfort to your patient. 
The freer the drainage the better off your 
patient. 


I have purposely left until last two very 
moot questions in the treatment of Gon- 
orrheal Urethritis, and they are the use 
of urinary antiseptics by mouth and the 
use of vaccines and non-specific foreign 
proteins. 


In regard to the first, uninary antisep- 
tics by mouth: The very fact that there 
are so many on the market should tell us 
that their value in treatment is not all 
that is claimed for them by their makers. 
However, as far as I can determine none 
of them are harmful. We have all used 
them and will continue to do so, if for 
no other reason than that certain patients 
feel they must take three or four doses 
of medicine by mouth every day before 
they are being benefitted. So use the one 
you like best and your results will be 
just as good as those of Doctor Blank 
down the street who uses something en- 
tirely different. 


Theoretically, vaccine treatment is the 
one of choice, however any of the stock 
vaccines now on the market have not 
proven successful in my hands, although 
there is a gonoccic filtrate offered to the 
medical profession which I have not 
tried. 


Now the non-specific foreign proteins: 
you can again have a wide field to choose 
from, either intravenous or intramuscu- 
lar. I have used both kinds. Some cases 
seem to respond remarkably well and 
others not at all. It leads one to this con- 
clusion: In your simple cases almost any- 
thing you do will give both you and your 
patient complete satisfaction, and in your 
stubborn cases no matter what you do, 
you'll wish you had done something else. 


To sum up: Your sheet anchor in the 
treatment of acute gonorrhea whether 
Anterior or Posterior, is local treatment 
with a mild silver preparation accompan- 
ied by permanganate irrigations, gentle 
prostatic massage and sounds in the later 
stages of the disease; a regulation of your 
patient’s mode of living so that he may 
derive the greatest benefit from your ef- 
forts. If the above routine be carried out 
with tact, gentleness and patience on the 
part of the doctor he will be able to care 
for this type of case with benefit to him- 
self and gratitude from his patient. 


ee , 


Peripheral Neuritis Caused by Prolonged Use 
of Dinitrophenol 


J. Ernest Nadler, New York, (Journal A. M. A., 
July 6, 1935), deals with late or delayed cases of 
poisoning by dinitrophenol. The report is based 
on the study of twenty-two persons who took 
alpha-dinitrophenol (1-2-4). Pifteen were seen in 
private practice and the remainder in the wards of 
Bellevue Hospital. Sixteen showed no deleterious 
effects from the use of the drug; of the remaining 
six cases, in three a rash developed, in one loss 
of taste and in two peripheral neuritis. The six 
patients showing toxic symptoms were taking the 
drug for obesity and gave a negative history for 
allergy, neuritis, arthritis, alcoholism, diabetes, 
tuberculosis, or liver or kidney disease. Loss of the 
sense of taste as a result of intoxication by dinitro- 
phenol developed in cne patient after she had 
been taking the drug for thirty-six days. This loss 
was complete for “sweet,” “sour,” “salt,” and the 
like, and she experienced a “coppery” taste in her 
mouth at all times. She was not anesthetic to 
epicritic and protopathic stimuli; i.e, to light 
touches, pin pricks and temperature. The sense of 
smell was unimpaired. The drug was not stopped 
and her taste gradually returned to normal in a 
month. The two cases in which peripheral neuritis 
developed following prolonged use of this drug are 
reported in some detail. These patients were on 
a diet containing adequate amounts of the vitamin 
B complex. They showed very striking sensory 
symptoms but no motor or trophic disturbances. 
The condition started in the toes and exhibited 
various disturbances of sensation, such as prick- 
ling, numbness and pain. Paresthesia persisted 
long after its original cause had been removed. 
This delayed poisoning is due to repeated exposure 
to small amounts of dinitrophenol and not to an 
accumulation of the drug in the body. 
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Laws of Interest to the Medical Profession 


Dr. Louris H. RitzHAupt, PRESIDENT 
GUTHRIE, OKLAHOMA 


The State Election Board has prepared 
a booklet that every member of the medi- 
cal profession should have. A copy is 
yours for the asking; write to J. William 
Cordell, Secretary of State Election 
Board, State Capitol Building, Oklahoma 
City, and ask for the booklet entitled, 
“List by Title of Bills and Resolutions,” 
passed by the Fifteenth Legislature and 
which became law. In this book you will 
find the title of the following laws which I 
will summarize for you. I feel that this 
review should be a continuation of the re- 
port of the Committee on Public Policy 
and Legislation. 

Senate Bill No. 1—This bill provides 
three million dollars for the care of the 
indigent and widows of the State. The 
State Board of Public Welfare includes 
the State Superintendent of Health as a 
member, while the County Superinten- 
dent of Health is a member of the County 
Welfare Board. This is the first time in 
the history of Oklahoma that the medical 
profession ever received such recognition. 
The County Health Officers should see 
that funds are provided for the care of the 
indigent sick from their county allotment. 


Senate Bill No. 14.—This is known as 
the “Oklahoma Habitual Criminal Sterili- 
zation Act,” and provides for the payment 
of the surgeon performing the operation. 
No surgeon who shall skillfully perform 
an operation of sterilization authorized 
under and pursuant to the provisions of 
the Act shall be held accountable therefor. 

Senate Bill No. 15.—This bill amends 
the previous Crippled Children’s law. The 
law now provides for medical and surgical 
treatment and hospital and convalescent 
care for children who are afflicted with 
any malady or deformity which can be 
remedied, whose parents are unable to pro- 
vide the same. It is mandatory that one- 
tenth mill levy be made in each county, 
and that the money raised be spent in in- 
stitutions, other than state institutions, 
that are approved by the Committee on 
Standardization. This Committee is com- 


posed of five physicians or surgeons ap- 
pointed by the Governor, three of whom 
are from a list of nine names recommend- 
ed by the Oklahoma State Medical Asso- 
ciation. A State Commission for Crippled 
Children was created, composed of the 
State Superintendent of Health as Chair- 
man, the Dean of the Medical School, and 
the State Superintendent of Public In- 
struction. This commission will probably 
be the one designated to handle the feder- 
al grant for crippled children. Hospitals of 
the state will be subject to the following 
three classifications: 

1. Crippled Children’s Hospital, pre- 
pared and qualified to handle every type 
of cases and meeting the requirements of 
the American College of Surgeons, with 
specialists in orthopedics and plastic sur- 
gery on the staff. 

2. General hospitals shall meet the re- 
quirements of the American College of 
Surgeons and have a specialist in general 
surgery and general medicine on the staff. 
They may be approved to accept any type 
of malady except chronic orthopedic or 
plastic cases. 

3. Standard hospitals are those meeting 
the standards and qualifications set by the 
committee and subject to approval for a 
limited and specified service other than 
orthopedic or plastic cases. 

4. Convalescent homes are to be approv- 
ed under rules set by the committee; 
they must have ten beds and be near to 
and operate in conjunction with an ap- 
proved crippled children’s hospital. 

It has been charged that this law as it 
now is will lower the medical and surgi- 
cal treatment of the crippled child. I feel, 
however, that—if the Standardization 
Committee is composed of careful, intelli- 
gent, thinking doctors—the service to the 
children will be extended into nearly 
every county without any deleterious re- 
sults. Surely there are doctors in nearly 
every community who will gladly give 
their services to the children about them 
in need of help. 











JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 305 


Senate Bill No. 55.—Although not actu- 
ally a medical bill, this does interest the 
doctor. It provides that persons proceeded 
against in criminal actions and acquitted 
on the ground of insanity shall be com- 
mitted to a state hospital for insane, there 
to be held and kept as a patient until 
legally discharged. 


Senate Bill No. 107.—This amends the 
law relating to nurses, and provides that: 
They must be twenty-one years old, and 
have a high school education or its equiva- 
lent; they must have graduated from an 
approved training school, and pass a suc- 
cessful examination before the State 
Board of Nurses’ Examiners, before they 
can be registered. This bill was introduced 
by me at the request of the Nurses’ State 
Board. 

Senate Bill No. 194.—This bill authorizes 
an annual levy on an advalorem basis of 
not to exceed one mill for the care of 
tubercular patients in their respective 
counties, for the prevention of other 
devastating diseases and epidemics, and 
for the promotion of public health. It also 
provides for the expense of the County 
Department of Health and for the com- 
pensation of its employes. 

Every county medical society should 
feel it their duty to encourage the county 
commissioners and county excise board to 
make the full levy as provided by this 
law; also, the mandatory levy of Senate 
Bill No. 15. 

Senate Bill No. 347.—This is the Uni- 
form Narcotic Act, providing that no per- 
son shall manufacture, compound, mix, 
cultivate, grow or prepare narcotic drugs, 
without having first obtained a license to 
do so: (1) From the State Board of Phar- 
macy, if such person be an apothecary or 
pharmacist. (2) From the State Board of 
Medical Examiners, if person be a hos- 
pital or physician or surgeon licensed to 
practice medicine in this State. (3) From 
the State Board of Veterinary Examiners, 
if such person be a veterinarian. (4) From 
the State Board of Health, if such person 
be a wholesaler or manufacturer or labor- 
atory, or (5) from the State Board of Den- 
tal Examiners, if such person be a dentist. 

Section four sets out a rigid require- 
ment for the individual securing the 
license. Section nine regulates the use of 


narcotics by the physician in accordance 
with the federal requirements. The bill 
further provides that the State Health 
Commissioner may secure confiscated nar- 
cotics; that the board or officers issuing 
the license to any individual may revoke 
or suspend it on notification by the court 
of his violation and conviction under any 
part of the narcotic act. The protective 
feature for the physician is that the per- 
son obtaining a narcotic under false pre- 
tense or subterfuge, and not the doctor, is 
subject to arrest and conviction. 

Senate Bill No. 349.—This bill relates to 
the practice of medicine and surgery in 
the State of Oklahoma and was intro- 
duced at the request of Doctor Byrum, 
who, as Secretary of the Board of Medical 
Examiners, served so faithfully and ef- 
ficiently for seventeen years. It changes 
the time of examinations and provides 
quasi-judicial powers for the Board, al- 
lowing them to revoke or suspend the 
license of a physician or surgeon who has 
been convicted of any felony within or 
without the State of Oklahoma. Appeals 
from the Board’s decision shall be taken 
to the State Supreme Court. 

Another matter of great importance to 
the medical profession is the appropria- 
tion made by the last legislature for the 
salaries, maintenance and equipment of 
the medical institutions of the state, and 
the State Health Department, the total 
amount being five million, one hundred 
and seventy-eight thousand, four hundred 
dollars. Adding this to the one and one- 
tenth mills advalorem levy authorized by 
Senate Bills 15 and 194, we have the very 
gratifying amount of seven and three- 
quarter million dollars to be expended by 
the state and counties during the next two 
years for the health of the people of Okla- 
homa. Besides this enormous sum, Senate 
Bill No. 1 provides three million dollars 
for the care of the indigent and widows. 

This is the largest appropriation ever 
authorized by any legislature for this type 
of work. The fifteenth legislature passed 
more laws influencing the medical pro- 
fession than any other state assembly ex- 
cept the first. Although we failed to pass 
the Basic Science Bill, we may feel justly 
proud of the accomplishments of the Com- 
mittee on Public Policy and Legislation. 
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Report of Delegates to the 1935 A. M. A. Meeting 
at Atlantic City 


Your representatives do not desire to tire you 
with uninteresting details of the Annual Meeting of 
the American Medical Association at Atlantic City 
the second week in June, and will only touch upon 
what we considered the points of most interest to 
the general profession of Oklahoma, and to those 
who desire a more detailed report, would suggest 
that they refer to the complete record which will 
be found in the last issue of the Journal for June 
and the first issue for July. 


This meeting will go down in history as the larg- 
est medical meeting ever held any place in the 
world as the registration was over 8,500 which did 
not include the Canadian Medical Association, 
who were our invited guests. 


There has been so much propaganda relative to 
State Medicine and compulsory health insurance 
that our profession has become more or less alarm- 
ed, but will say that those who attended the recent 
meeting came away with very much better feeling, 
and while the medical profession are in favor of 
health insurance, it must be under the supervision 
of the medical profession and be compulsory. 


The Sunday preceding the 1934 American Medi- 
cal Association Meeting in Cleveland someone gave 
out the report to the Associated Press in Chicago, 
that the College of Surgeons had gone on record 
for compulsory health insurance which proved to 
be more or less erroneous and the representatives 
of the College of Surgeons endorsed all action 
taken along this line at this year’s meeting. Here- 
after the two organizations will cooperate as both 
are working for the best interest of the medical 
profession, hospitalization, etc. 


The opening day was ushered in with one of the 
heaviest rainfalls that New Jersey ever experi- 
enced, but Atlantic City, being more or less like 
Vienna, there was no appreciable disturbance from 
the water as soon as it ceased falling, and the 
remainder of the week the weather was all that 
could be desired and what all the resorts advertise. 


The House of Delegates met at 10:00 a. m. with 
practically all of the Delegates present. The Speak- 
er, Dr. Warnshuis, who arrived on Sunday, receiv- 
ed a wire telling him of the unexpected death of 
his son, so that he was not present Monday and 
Tuesday, but returned on Wednesday. The day 
was taken up with reports, all of which have been 
published in the Journal and the appointment of 
reference committees, upon one of which Okla- 
homa was represented. 


After the adjournment, many of us visited the 
scientific exhibits in the Auditorium, and will say 
that no place in the United States is better 
equipped to handle a meeting of this nature than 
Atlantic City, although Kansas City has a new 
auditorium which is just about completed and they 
claim that they will be able to take care of the 
1936 meeting just as efficiently as Atlantic City 
did. We are sure that with the wide awake bunch 
which Kansas City has, that the next meeting 
will be handled in a business like way. Your dele- 
gates were very active in bringing the meeting to 
Kansas City, so that we could have a larger repre- 


sentation from Oklahoma than could be expected 
with the meeting in some city farther away. 


On account of the heavy downpour, the golf 
tournament and banquet were postponed until 
Tuesday. Two Oklahomans were among the prize 
winners and one was honored with the vice-presi- 
dency. 


Monday night the New Jersey Medical fraternity 
tendered a banquet to the official American Medi- 
cal Association body and besides a very good floor 
show and an excellent banquet we were entertained 
by Senator Ham Lewis ‘he with the pink whiskers) 
who made a very interesting talk and brought out 
the point that the medical profession when united 
had a great influence over national affairs; also, 
at the banquet we were favored by a talk from the 
former senator and ambassador, Walter Edge, as 
well as the reception address by the mayor and the 
presentation of a gold emblem to the Association 
as a permanent token of invitation. 


Tuesday was taken up with regular routine offi- 
cial business of Delegates. The open meeting Tues- 
day night was the largest ever held at any previous 
meeting, as several thousand were in the hall and at 
least three thousand were turned away unable to 
gain admission. After doing a great deal of routine 
business, Tuesday afternoon the House of Dele- 
gates went into executive session at which time 
the subject of contraceptives and birth control 
were considered and a committee appointed by the 
Board of Trustees, who were to study these two 
problems and will report at the 1936 session. 


Wednesday the scientific session opened and 
we took ourselves off to our different branches, in 
all of which outstanding men from the Canadian 
Association appeared on the program, as well as 
scme from England. Wednesday night was taken 
up with alumni banquets, which is always very en- 
joyable as we get to see all of our college chums 
again whom we have not seen for several years. 


Thursday afternoon the House met at 1:30 to 
receive reports of the committees and elect officers 
for the coming year to decide upon a meeting 
place for 1936. Dr. J. Tate Mason, a prominent 
surgeon of Seattle, was elected president-elect; 
Dr. K. M. Lynch, Charleston, South Carolina, vice- 
president; Dr. Olin West was again unanimously 
elected secretary; Dr. Herman L. Kretschmer was 
re-elected treasurer; Dr. Nathan B. Van Etten of 
New York, who has been vice-president for the last 
two years, was elected Speaker of the House; Dr. 
Ralph A. Fenton and Dr. James R. Bloss were 
elected trustees to fill the two vacancies. 


Our secretary, Dr. L. S. Willour, spent several 
days in Atlantic City and was very busy. calling 
upon exhibitors and secured several advertising 
contracts for our Journal which is mutually bene- 
ficial to all members of the Oklahoma State Medi- 
cal Association. 


Respectfully submitted, 
McLEAN ROGERS, 
HORACE REED, 
W. ALBERT COOK. 
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EDITORAL 
MEDICAL ECONOMICS 








The report of the Bureau of Medical 
Economics presented by Dr. Leland to the 
House of Delegates at the Atlantic City 
meeting contained much of interest to or- 
ganized medicine in Oklahoma. This re- 
port showed that investigation had been 
made of nearly two hundred experiments 
in medical service carried out by County 
Medical Societies in the United States. 
The variety of experiments differed so 
widely that classification was impossible, 
however, in most all instances the plans 
in general involved the following steps: 


1. Study of local medical facilities to 
determine the nature and extent 
of medical problems for which the 
adjustment is needed. 


2. Definition of persons or income 
groups for whom medical benefits 
should be provided. 


3. Method of determining patient’s 
ability to pay. 

4. Amount and nature of medical 
service to be provided. 

5. Organization and coordination of 
community medical services, sup- 
plemented by units of administra- 
tion when necessary. 

6. Systematic movement of appli- 
cants for medical care. 


~ 


. Manner of presenting a plan to the 
public and method of securing 
members. 


8. Method of making collections or 
receiving payment for medical 
care. 


9. Method of remunerating physi- 
cians for their service to patients 
receiving benefits under the plan. 

10. Administrative details. 

In the development of any plan there 

are three distinct dangers pointed out: 


1. Danger of adopting a plan that will 
prove undesirable and also diffi- 
cult to change. 


2. Possibility of stimulating counter- 
feit plans by irresponsible persons. 


3. Danger that the public may be ed- 
ucated to the false belief that good 
medical care can be furnished for 
too low fees. 


Should you be interested in reading this 
entire report it can be obtained by request 
to the Bureau of Medical Economics, 
American Medical Association. Having 
had Dr. Leland before our Association at 
the last annual meeting we are perhaps 
more interested than most groups in this 
work that he is doing. 


— «>. 
U 


IMPORTANT 





The following communication from the 
Committee on Legislative Activities of the 
American Medical Association was re- 
ceived after the foregoing editorial was 
prepared and being a further statement 
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of facts along the same line as those ex- 
pressed in the editorial, I feel that its 
publication is warranted and that those 
interested in this subject will find a 
wealth of information directly applicable 
to the question discussed: 

Information coming to the Committee 
indicates that the action of the House of 
Delegates at the Atlantic City Session, in 
consideration of Sickness Insurance, has 
in some intstances not been fully under- 
stood. The misconception has to a degree 
been advanced by reports in some jour- 
nals and headlines in public newspapers 
to the effect that sickness insurance has 
been given broad approval by the Ameri- 
can Medical Association. Some groups are 
said to have planned to act on this suppo- 
sition. 

The report of the Reference Committee 
of the House of Delegates has been pub- 
lished in the Journal and the Special Re- 
port of the Bureau of Medical Economics 
will soon be available to members of the 
Association. It is urgently recommended 
that both the Special Report of the Bu- 
reau of Medical Economics, containing an 
analysis of the various plans at present in 
operation, and the report of the Reference 
Committee, which were adopted by the 
House of Delegates, be carefully studied 
before any plans are considered. No coun- 
ty society should consider the creation of 
any new social machinery for the exten- 
sion of medical service or collection of 
compensation for such service before the 
existence of a real need for such change 
has been demonstrated and the require- 
ments and available existing facilities have 
been carefully appraised. The report of the 
Committee states that “Analyses show 
that the class for which special provision 
is necessary is far smaller than most lay- 
writers and the results of so-called ‘sur- 
veys’ would indicate.” The economic prob- 
lems of the individual cannot be adequate- 
ly dealt with on the basis alone of his 
classification in the group of those who 
receive low incomes. Social workers have 
accordingly long recognized the necessity 
of the investigation of the problem of each 
individual. Upon this basis is the method 
of individual study or “case work” of 
social service founded. The problem of 
needed medical service to each person of 


the group is also an individual one, and 
one which cannot be met by group classi- 
fication. 

Based upon an investigation of the re- 
sources of the individual, an adjustment 
of fees for needed medical services, ac- 
cording to ability to pay in graduated in- 
stallments, in most instances meets the 
problem of the individual patient who is 
not wholly indigent. It is to this type of 
organization that the Legislative Com- 
mittee referred in a previous communica- 
tion as meeting public and individual re- 
quirements. If the individual is indigent, 
he obviously cannot be expected to pay 
for medical service on an adjusted fee 
basis, nor is he provided for in proposed 
sickness insurance or any plan other than 
charitable or direct government indigent 
relief. In that instance medical costs are 
only one phase of the individual’s eco- 
nomic distress, and his problem requires 
more comprehensive measures than sim- 
ple provision of medical services. 


A group purchasing an undetermined 
amount of medical service upon a prepaid 
fixed premium basis offered to all, within 
broad income limits, who apply, sooner or 
later wiil include a large percentage of in- 
dividuals who can and have previously 
supported medical practice upon normal 
private basis. Experience has shown that 
prepayment medical service has not been 
salable on the basis of adequate fees for 
the physician, as evident in experience 
here and abroad. 

Some of the effects of such plans are as 
follows: (1) A large amount of medical 
work will be done on a financial basis 
which is inadequate to provide for main- 
tenance of proper standards. (2) Those 
not included in the plan will be educated 
to demand medical services at correspond- 
ingly low fees. (3) The operation of such 
plans over a period of average conditions 
will not add to the sum total of fees de- 
rived from the income group insured, and 
aside from possible temporary changes in 
distribution will simply reduce more pro- 
fessional services to an inadequate finan- 
cial basis. (4) The establishment of such 
plans will create a pattern which, al- 
though undesirable, it may be impossible 
to change or discard, and may therefore 
lead to still broader adoption of objec- 
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tionable practices. (5) There is reason to 
believe that some local plans, even though 
now apparently satisfactory, inherently 
possess the same weaknesses and destruc- 
tive tendencies as have been evident in 
similar patterns of operation in foreign 
countries. (6) The questions of contract 
practice, legal responsibilities, and state 
insurance regulations encountered, as well 
as the drift to solicitation of patients and 
violation of medical ethics cannot be pre- 
sented here. (7) Extensive systems of 
voluntary sickness insurance invite compe- 
titive offerings by irresponsible people, 
and in Europe have created conditions so 
chaotic as to advance the establishment 
of compulsory insurance by legislative act. 


Less populous communities in which the 
medical and financial needs of the individ- 
ual patients are known to physicians and 
public relief officers have no need for any 
cumbersome machinery. 


It is to be noted that the action of the 
American Medical Association did not 
contemplate the operation of any plans, 
except by local constituent societies of the 
American Medical Association, and that 
in so doing medical societies must be guid- 
ed by the Ten Fundamental Principles 
adopted in June, 1934. 


All proposed plans of county societies 
should be submitted to officers and appro- 
priate committees of state medical socie- 
ties. Before considering any program, it 
would also seem advisable to confer with 
the Bureau of Medical Economics of the 
American Medical Association which has 
the greatest opportunity to study the 
needs for and varying successes of the 
existing experiments. 


Great responsibility rests upon state 
and local medical organizations and upon 
Delegates, who entered into the considera- 
tion and adoption of these reports, to see 
that the action of the House of Delegates 
be not construed as approving or encour- 
aging the establishment of local sickness 
insurance units embracing the objection- 
able features against which the profession, 
as a national body, is making such a de- 
termined and effective fight. 


Signed: 


Committee on Legislative Activities 
of the American Medical Association. 


ANNOUNCEMENT 


Plans for the 1936 Annual Meeting of the State 
Medical Association are under way, the Committee 
on General Arrangements meeting in Enid, July 
7th, with the local committee, to decide on various 
phases of the program. Guest speakers have been 
selected and we are in correspondence with them, 
trying to make the program of the 1936 meeting 
more attractive than usual. 


> 
v- 








Editorial Notes—Personal and General | 


DR. V. H. MUSICK, Oklahoma City, took a 
course in Gastro-enterology at St. Luke’s Hospital, 
Chicago, in July. 





DR. G. C. CROSTON, Sapulpa, suffered a ner- 
vous breakdown while in Ft. Wayne, Indiana, and 
was taken to a Chicago hospital. The doctor and 
his wife were making a tour of the northern and 
eastern states when he was taken ill. Word comes 
from Sapulpa that he has returned to his home 
and is reported as greatly improved in health. 


DR. D. LONG, Duncan, has been appointed 
health superintendent of Stephens County. 


DR. J. E. JONES, Hollis, has been appointed 
health superintendent of Harmon County. 


DR. KATHERINE BRYDIA has been appointed 
health superintendent of Pontotoc County. 


DR. R. M. SWEENEY, Sapulpa, is reported seri- 
ously ill following a major operation. 


DR. and MRS. MAYER NEWHAUSER, Musko- 
gee, have returned from a trip through Canada 
and the east. 


DR. W. F. GRIFFIN, Watonga, recently convict- 
ed on a narcotic charge, was granted a full pardon 
by Governor Marland. 


DR. CLIFFORD M. BASSETT, Cushing, is in 
Vienna where he will study special branches of 
surgery at the University of Vienna for the next 
three months. 


DR. F. P. BAKER, Talihina, has been elected 
president of the Southeastern Oklahoma Medical 
Association at their recent meeting held in Durant. 


DR. G. W. DIGGS, Wetumka, who has been ill 
for the past several weeks, is reported improving. 


DR. O. O. DAWSON and family, Purcell, are 
vacationing in Minnesota. 


DR. and MRS. G. A. KILPATRICK and son 
John, Henryetta, are visiting in Iowa and Minne- 
sota. Dr. Kilpatrick will attend the Mayo Clinic 
for special study. 


DR. M. M. CARMICHAEL, formerly of Osage, is 
now located in Jennings where he will continue 
his practice in Obstetrics and Pediatrics. 


THE STANDARDIZATION COMMITTEE, ap- 
pointed by Governor Marland is as follows: Drs. 
M. J. Searle, Tulsa; Earl D. McBride, Oklahoma 
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City; W. P. Fite, Muskogee; J. F. Park, McAlester; 
W. M. Browning, Waurika. This committe will pass 
on hospitals and convalescent homes in the State 
qualified to care for crippled children. 





DR. GEO. N. BILBY, former state health com- 
missioner, will resume his private practice August 
Ist at Alva. 


DR. A. M. COOTER, Miami, is spending the 
summer at Estes Park, Colorado. 


DR. GENERAL PINNELL, Miami, is visiting in 
California and incidentally attending the Exposi- 
tion at San Diego. 


DR. JOHN GEARLING, formerly of Michigan, 
has Iccated at Picher, and is on the staff of the 
American Hospital. 


DR. M. M. DeARMAN, Miami, is vacationing in 
Texas. 





DR. and MRS. J. C. JACOBS, Miami, are sight- 
seeing in Colorado. 


DR. W. G. CHESNUT, Galena, Kansas, has re- 
cently located in Miami and is associated with the 
Miami Clinic. 


DRS. C. M. GRAY and J. C. JACOBS, Miami, 
announce the opening of a joint office in the 
First Natioal Bank Building. 





DR. P. J. CUNNINGHAM, Afton, was appointed 
County Physician of Ottawa County and will take 
up his residence in Miami about the first of Sep- 
tember. 





°. 
Uv 


z News of the County Medical Societies | 


DR. W. B. SMITH, Miami, entertained the Otta- 
wa County Medical Society with a buffet luncheon 
at the Shamrock Cafe, Miami, at their last meet- 
ing, June 28th. 








OTTAWA COUNTY MEDICAL SOCIETY will 
not have meetings during the summer months; 
their next meeting will be the third Thursday in 
September. 


ro 
¥ 





The Nature of the Preceding Infection in Acute 
Glemerulonephritis in Two New York Hospitals 
and Four Southern Hospitals 


David Seegal, Beatrice Carrier Seegal and John 
D. Lyttle, New York, (Journal A. M. A., July 6, 
1935), compared the case histories of 216 cases of 
acute glomerulonephritis at the Presbyterian and 
Babies hospitals in New York City with 163 case 
histories at the John Sealy Hospital, Galveston, 
Texas; the Touro Infirmary, New Orleans, and the 
Baylor and Parkland hospitals, Dallas, Texas. In 
the years studied there were approximately 35,000 
admissions to the medical wards in the two groups 
of hospitals. The medical admission rate for acute 
glomerulonephritis was 0.62 per cent in the north- 
ern hospitals and 0.47 per cent in the southern 
hospitals. Allowing for a variation in the admission 
rules at the various hospitals, the case frequency 
of the disease in the two groups of hospitals is 
closely parallel. The age groups of the northern and 
southern cases are similar. About fifty per cent of 
the cases occurred before the age of ten years, 
seventy per cent before the age of twenty-one. In 
both groups of cases the disease is almost twice as 
frequent in the male as in the female. The type 


of infection preceding the bout of acute glomerul- 
onephritis is much the same for the two groups. 
The form of the infection is that which is usually 
associated with tissue invasion by the hemolytic 
streptococcus. Many of the patients in both groups 
manifest a deep infection such as acute cervical 
lymphadenitis, peritonsillar abscess, otitis media 
and acute mastoiditis. Other preceding infections 
noted were chiefly those due to the pneumococcus 
and the staphylococcus. The data in a previous 
paper showed that, although the reported medical 
admission rate for cute glomerulonephritis was 
similar in twenty-four hospitais in four latitude 
regions, the case frequency for two other diseases 
chiefly of hemolytic streptococcus origin, scarlet 
fever and rheumatic fever, was less in the South 
than in the North The aggregate evidence suggests 
that, if scarlet fever, rheumatic fever and acute 
gicmerulonephritis are incited by the hemolytic 
streptococcus, other factors in addition to a com- 
mon specific bacterium must exist to account for 
the lack of parallelism between the geographic dis- 
tribution of the three diseases. 











DOCTOR JAMES COMER JOHNSTON 


Dr. Johnston, who was born in 1878, died at 
Albert Pike Hospital, McAlester, July 26, 
1935. He graduated in medicine, with class 
honors, from Baylor University in 1908 and 
located in the coal fields of Oklahoma; after 
one year of general work, he became Superin- 
tendent of the All Saints’ Hospital, McAles- 
ter. While Superintendent of this hospital 
he was also surgeon for the Rock Island 
Railroad Company and for a few years did 
some general surgery. During the latter part 
of the time of his connection with this in- 
stitution he gave what time he could take 
from his administrative duties to the study 
and practice of Roentgenology. In 1919 he 
severed his connection with the above men- 
tioned institution and opened an office for 
the practice of his specialty and has been 
known throughout the State.as one of the 
leading roentgenologists from that time un- 
til his death. 

Dr. Johnson also has been very active in 
erganized medicine in Oklahoma. He was 
past president of his County Medical Society 
and also served as Secretary and has been a 
member of some of the more important 
Committees of the State Association from 
time to time. 


In civic matters he has been intensely in- 
terested, giving a great deal of time to the 
Boy Scout work in this area and served in 
many important capacities. He was twice 
elected President of the Rotary Club of Mc- 
Alester; was an active member of the First 
Presbyterian Church; a member of the local 
Blue Lodge and Consistory. 

Funeral services were conducted from the 
First Presbyterian Church by Dr. Samuel 
R. Braden who used as his theme “We come 
here to remember a man and worship God.” 
His oration was very fitting for a man like 
Dr. Johnston whom we all knew to be a 
fine christian character, as well as a most 
worthy member of the medical profession. 

He leaves to mourn his passing many 
friends besides his immediate family com- 
posed of his wife, daughter Muriel, and son 
James. 





























<>  o o)s 


(.— 


= ae ees oO ee oe 


J 


5, ae eS es CY 


i, ial i Me wed 








= 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 311 


ow ww ww ww ww = — * 





| 
| 
| 
| 
| 
| 
| 


ABSTRACTS: REVIEWS:COMMENTS | 
and CORRESPONDENCE 
. $ 





i 
| 
| 





INTERNAL MEDICINE 
Edited by C. E. Bradley, M.D., Medical Arts Building, 
Tulsa; Hugh Jeter, M.D., 1200 North Walker, 
Oklahoma City 





By HUGH JETER, M.D. 


The Present Status of the Problem of “Rheuma- 
tism;” a Review of Recent American and English 
Literature on “Rheumatism” and Arthritis. By 
Philip S. Hench, M.D., F.A.C.P., Rochester, Minn- 
esota; Walter Bauer, M.D., F.A.C.P., Boston; 
Almon A. Fletcher, M.D., Toronto; David Ghrist, 
M.D.. F.A.C.P., Los Angeles; Francis Hall, M.D., 
F.A.C.P., Boston; and Preston White, M.D., Char- 
lotte, N. C. 


This is a resume of Part Il, a report prepared 
at the request of the American Committee for the 
Control of Rheumatism, and by a sub-committee 
of the American Committee for the Control of 
Rheumatism. 

Chronic Arthritis 

Chronic arthritis is divided into: 1. Atrophic (in- 
fectious, proliferative, rheumatoid) arthritis. 2. Hy- 
pertrophic (senescent, degenerative, osteo-) ar- 
thritis. 3. Spondylitis. 

The question of nomenclature is a subject of con- 
siderable debate. “For various reasons, chiefly to 
avoid the impression that knowledge on etiology 1s 
complete, the American “Conimittee for the Con- 
trol of Rheumatism has approved the terms 
‘atrophic’ and ‘hypertrophic’ arthritis even though 
as individuals some of the committee members may 
be in the habit of using other designations.” It is 
admitted that an etiological classification based 
cn complete proof may eventually replace all 
others. 

Atrophic Arthritis 

Summarizing various reports the sex incidence 

runs 1.5 to 1.2 in the female to 1 in the male. 


Occupation plays no important role. “More pa- 
tients were of the asthenic than the sthenic or in- 
termediate type, but the disease was not limited 
to one anthropologic configuration. There was no 
significant correlation between the physical type 
and the onset of the disease, which seemed to af- 
fect brunettes more often than blondes, contrary 
to expectation. Loss of weight may begin early in 
the prodromal stage.” 

Prodromal symptoms, such as fatigue, nervous 
irritability, etc., are emphasized by some. 

Renal lesions were found to be rare and second- 
ary anemia frequent. Disturbances cf metabolic 
rate may result from rather than be the cause of 
the disease. 

Studies on Pathology; Joints. Brief synopses on 
the pathology of both types are given by Eaton, 
indicating that the pathology is characteristic and 
different in the two types. Other investigators, 
however, indicate considerable doubt as to the two 
conditions being two separate pathological entities. 
Some investigators seem to indicate that they may 
have a common cause and the individual resistance 


as well as other factors may influence the produc- 
tion of one type on the other. 

Changes in the bone cartilage, synovia, and focal 
collections of lymphocytes occur in both types. 
Subcutaneous nodules occur in ten to twenty-five 
per cent of the cases of rheumatic fever and in 
twenty to thirty per cent of the cases of rheumatic 
arthritis. They are more common in the atrophic 
type. 

Laboratory Data: Blood Counts. These are some- 
what inconsistent, but there is a tendency to lym- 
phocytosis, a slight shift to the left in the Shill- 
ing’s determination, and slight to moderate anemia. 

The blood volume of twenty-six patients whose 
weight was normal was reported by Sparks and 
Haden to be twelve per cent above the normal 
average, the increase being entirely due to blood 
plasma. The chemistry of the blood as presented 
by Eaton and Cocheu shows a slight tendency to 
increase in uric acid. No significant changes in 
calcium or phosphorus. 


The sedimentation rate is said to be more rapid 
in atrophic arthritis than in hypertrophic, but is 
also increased in many other types of rheumatism. 
The average rate, according to Forestier, is forty- 
two mm. at the end of one hour. 


Electrocardiographical studies have indicated 
very little evidnece of myocardial involvement in 
these cases. 

The diversity of ideas that the pathogenesis of 
atrophic arthritis is indicated by the diversity of 
theories presented, the principal ones of which are: 
(1) infectious, (2) metabolic, (3) endocrine, and (4) 
neurogenic. An abundance of investigation has 
been done and is herein outlined by the advocates 
of various theories. 


Treatment of Atrophic Arthritis 


“A program of treatment based on an acceptance 
of the infectious theory naturally differs in prin- 
ciple and in some particulars from one based on 
an adherence to the metabolic or endocrine theory. 
At the hands of thoughtful specialists, however, 
these differences are by no means as great as one 
might suppose, because the deficiencies of each 
theory are only too well recognized by them and 
the inadequacy of a program narrowed to fit some 
favored hypotheses is sometimes too painfully ap- 
parent.” 

Recognition and management of infected foci is 
to be considered in every case. Tonsils are con- 
sidered to be the most common, sinus perhaps 
next, teeth, gall-bladder, bowel, and many other 
locations are mentioned. This is still a vexing 
problem and the removal of the foci depends upon 
the individual case study. Statistics are inadequate. 

The time for removal of foci seems to have been 
proven an important factor. The removal in pa- 
tients whose arthritis is many months old is rarely 
if ever followed by improvement in the joints. 
Mayers insists that patients have been made tem- 
porarily worse or even permanently crippled by re- 
moval of infected teeth at the wrong time. 

Many suggestions as to diet have been made by 
various authors. Insulin is used by the patient. 

Intestinal antiseptics, colonic flushes have been 
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recommended by various authors. Insulin is used 
by some. 

Vaccines. Cecil and many others favor a trial of 
vaccine. Results are similar, whether autogenous or 
stock vaccine, regardless of subcutaneous or intra- 
venous administration, according to Stainsby and 
Nicholls. Considerable clinical work has been done 
in this connection, but considerable doubt still re- 
mains as to the efficacy of this method. It seems 
from the reports herein outlined that various 
workers have, for some reason or other, attained 
certain perfection in connection with the use of 
vaccine and thereby have been able to obtain bet- 
ter results than others. 

Foreign Protein Therapy. Similar differences 
of opinion exist as to the value of foreign protein 
therapy. “Hench reviewed his experience with the 
administration of about ten thousand injections of 
typhoid vaccine intravenously to fifteen hundred 
patients with atrophic arthritis and to a thousand 
with other diseases. He also made a complete sur- 
vey of the literature in search for reports of un- 
usual and untoward reactions. The reactions were 
in general well-borne, and Hench concluded that 
the beneficial results from protein therapy justify 
its continued use and further development.” 

Transfusions. Holbrook treated seventy patients 
by repeated small transfusions and found it to be 
of some benefit in subacute and early phases of 
the infectious type. 

Various Medicinal Preparations. “The debatable 
value of various anti-rheumatics has been recently 
reviewed, Hanzlik (1929), Young (1930), and Mutch 
(1931). Bethea cites the use of eighty-eight “anti- 
rheumatic” drugs, ascribing worth to only a few.” 

“The prolonged or careless use of cinchophen is 
felt to be dangerous by Dill.” 

Rest, activity, and physical therapy have become 
increasing] 'y recognized. 

Roentgen-Ray treatments seem to have a bene- 
ficial result from the influence on the vegetative 
nervous system. 

Fever therapy is the newest form and several 
reports are made, but here again the lack of uni- 
formity of results reported is outstanding. Dia- 
thermy and many other types of heat therapy are 
reported. 

Climate and Clothing. These appear to play a 
more important role in the prevention than in the 
cure of arthritis. “—apparently has not affected 
any of a tribe of five thousand Indians of the 
Tucson Desert, Holbrook believes the advantage of 
Arizona’s climate is established. Factors of diet, 
foci, and so forth, were considered: there seemed 
to be only one variable factor—the climate. Of 
one thousand consecutive cases among whites seen 
by Holbrook, in only one case was the patient a 
resident of Tucson. Only two local cases were 
found in the practice of one hundred and twenty- 
two physicians in that locality.” 


Synovectomy has given relief in some cases, ac- 
cording to Painter and Berstein. 

Sympathectomy. Favorable results in selected 
cases were reported by Rowntree and Adson. Vari- 
ous other surgical procedures of less specific nature 
have been used in selected cases. 

Remissions; Usual and Unusual. “The course of 
atrophic arthritis is characterized by exacerba- 
tions and remissions. Remissions, unfortunately, 
too often temporary, are induced by many types 
of treatment as these pages indicate, but the true 
value of any treatment must take into account 
natural remissions.” 

Prognosis and Results of Treatment. “Many pa- 
tients, indeed many physicians, have the im- 


pression that “nothing can be done for atrophic 
arthritis.” This pessimistic point of view is wholly 
unjustifed, as statistics show. The foregoing pages 
indicate that success rarely follows the institution 
of one simple form of treatment. The disease does 
not rapidly fade as the result of one therapeutic 
tour de force. The patient must be taught the im- 
portance of the multiple aspects of his disease 
and its treatment. He must appreciate that long 
period of training is necessary. But he can gener- 
ally be assured that wisely conducted treatment, 
based on a composite program comprehensively 
applied, leads to success (Minot). 


Hypertrophic Arthritis 


This condition is a disease entity separate from 
the roentgenographic pattern also seen in certain 
stages of traumatic, gouty, hemophilic, gonorrheal, 
or other types of arthritis, including late stages of 
atrophic arthritis. 

Symptoms and Course. Painter includes lassi- 
tude, headache, sluggishness of intestinal activity, 
frequency of micturition, digestive disturbances, 
nervousness, dizziness, tingling of the fingers, and 
other “menopausal symptoms.” A certain per cent 
exhibited Heberden’s nodes. The spinal column, 
knees, and hips are frequently attacked. Lipkin 
reports only half as many of this type as of the 
atrophic form. In Eaton’s series about twice as 
many women as men were affected. 

Roentgenographic pictures are of considerable 
aid in diagnosis. 

The pathological changes are principally carti- 
lage degeneration and osteophyte production and 
destruction with eburnation of the subchondral 
bone. Subcutaneous fibrous nodes are not to be 
expected. 

Laboratory findings are less significant than in 
the atrophic type. Slight anemia is to be expected. 
The sedimentation rate is usually normal. Blood 
volume was somewhat below the normal in the 
cases reported by Sparks and Haden, and blood 
chemistry examinations have shown no signifi- 
cant changes. 

Etiology and Pathogenesis. Opinions as to the 
cause are classified as follows: 1() infection, (2) 
degenerative process of age, (3) trauma, (4) a 
metabolic disturbance, (5) an endocrine disturb- 
ance, and (6) circulatory disturbances associated 
with arterio-sclerosis or other causes. Many in- 
teresting theories are presented, but “The exact 
cause of this hypertrophic arthritis is obviously 
not known, but it is predicated largely on age, 
incited or aggravated by a variety of traumas, and 
perhaps is secondarily influenced by infection.” 

Treatment. “Many believe, as does J. L. Miller, 
that the most important part of treatment is to 
explain to the patient the difference in the prog- 
nosis of the disease he actually has from that he 
thinks he has, and that hypertrophic arthritis 
(unlike atrophic arthritis which the patient fears) 
is essentially not an ankylosing, severely crippling, 
progressive disease. This done, many patients will 
ask for no other treatment, but will bear their 
difficulties philosophically.” 

Removal of foci is believed to be of no real value. 

When obesity is present, a weight-reduction diet 
is generally advocated. 


Vaccines are used by several. 
Endocrine therapy, fever therapy, or roentgeno- 
therapy may be advisable in some cases. 
Spondylitis 
“Backache, particularly low back pain, may arise 


from a number of causes of which arthritis is the 
most common.” Next to arthritis, painful backs 
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are due to mechanically defective backs, such 
as found in a woman who for years feels com- 
fortable in bed but develops a progressive backache 
during the day. Roentgenograms do not always 
reveal the cause of back pain because the disease 
is not sufficiently advanced to produce a shadow. 

Several types of spondylitis are described, some 
are of the atrophic type, others hypertrophic. 

Etiology. The same theories apply here as in 
other types of arthritis. 

Treatment is the same as described for atrophic 
or hypertrophic arthritis, with braces and corsets 
as necessary. 


Blood From the Dead for Transfusions. Editorial, 
Annals of Internal Medicine, Volume 8, April, 
1935, No. 10. 


Professor Sergius Judin, chief surgeon of the 
Sklifasovski Emergency Hospital in Moscow, has 
studied the results from transfusions, using cadaver 
blood, has gained the approval of the Surgical Con- 
gress to legalize the procedure, and has very ex- 
tensive records available at the hospital, covering 
four hundred transfusions of citrated blood from 
cadavers. 


He concludes (Judin, Sergius: La transfusion du 
sang de cadavre a l'homme, Paris, 1933) that there 
are many advantages of the method. The blood 
is carefully typed, cultured, and tested, and found 
to be free from organic disease and there are fewer 
unfavorable reactions than from the supply of 
blood from living donors. The cost is less. 

Such blood may be stored and can be transported 
by airplane or otherwise under proper conditions 
to any distant point and in any quantity. 
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Trachoma—Recent Advances and the Principles of 
Prophylaxis. A. F. MacCallan, C.B.E., London. 
British Journal of Ophthalmology, May, 1935. 


This is a report by the President of the Interna- 
tional Organization against Trachoma, read on 
April 3, 1935, at the Annual Meeting of the organ- 
ization in London on the invitation of the Oph- 
thalmological Society of the United Kingdom. It is 
so packed with facts that one wonders how to pro- 
ceed with the abstracting of it. The author defines 
trachoma as a specific contagious disease of the 
conjunctiva characterized by the new formation of 
lymphoid tissue which speads to the cornea; it is 
followed by cicatricial changes in the affected tis- 
sues, and is chronic in nature. The etiology is still 
unknown. It is not due to bacteria, and the possi- 
bility of its being a virus disease is discussed. Cell- 
ular inclusions, which were first observed by Pro- 
waczek and Halberstaedter in the island of Java 
in 1907, in a case of trachoma, and their signifi- 
cance in trachoma according to the different views 
of several leading authorities are debated. If the 
case is one of doubtful trachoma the presence or 
absence of inclusion bodies is not of diagnostic 
consequence. 


In southern Palestine, Egypt, Algeria, Morocco, 
Tunisia, Arabia, Persia and Iraq there is an acute 
inflammation of the conjunctiva caused by bac- 
terial organisms, which either precedes infection 
by trachoma or is grafted on to an already exist- 
ing trachomatous conjunctivitis. This conjunctivi- 
tis with its subsequent corneal ulcerations is blam- 
ed for the high incidence of blindness in the above 


mentioned countries. May, June end July are the 
months during which this epidemic reaches its peak. 
Some of the contributing factors mentioned are: 
overcrowding in the villages, terrific dust storms, 
absence of sanitation permitting the breeding of 
innumerable flies, and the shortage of water. Fam- 
ily life is a ready means of transmission of tra- 
choma in regions where it is prevalent. Ireland is 
cited as an instance of a country where the dis- 
ease is spread by means of contact in boarding 
schools. Rugby football and wrestling are the two 
sports blamed by the author for transmitting the 
disease in England. He says that trachoma is not 
necessarily a devastating disease and points out 
that in some parts of northern India trachoma is 
practically universal, but progresses to a quiescent 
stage which produces little disability. The Annual 
Report of the Public Health Commissioner with 
the Government of India shows that soldiers re- 
cruited for the Indian army from these parts serve 
efficiently throughout their colour service and 
have not proved a danger to the British troops 
brigaded with them. 


The objects of the International Organization 
Against Trachoma are enumerated. In the opinion 
of the author the most important function is the 
arrangement of periodical scientific meetings 
where the various problems connected with tra- 
choma may be discussed. Prophylaxis of the indi- 
vidual, the family, the school, the national and the 
international case is outlined. 


Infections of the Neck. Fred Z. Havens, M.D.., 
Rochester, Minn. Archives of Otolaryngology, 
May, 1935. 


This article has to do only with the deeper in- 
fections of the neck which the author divides into 
five separate groups as follows: 1. Acute suppura- 
tive conditions in the neck secondary to infections 
elsewhere. Many of these originate in some in- 
fection about the mouth, although they may come 
from infections about the scalp or face and occas- 
ionally from more distant points. They may de- 
velop by metastasis or by direct extension. 2. This 
type is known as a woody or ligneous phlegmon, a 
condition which is probably secondary to infection 
elsewhere and in which there is marked indura- 
tion but in which suppuration never occurs. 3. In- 
fections due to certain specific causes, and in this 
group are tuberculosis, syphilis, actinomycosis, 
blastomycosis and a rare condition, tularemia. 
4. This group consists of infected cysts and infected 
tumors of various kinds, such as cystic hygroma, 
lymphangioma and degenerated lymph nodes. 
5. This group includes thyroiditis, which may be of 
the acute suppurative or non-suppurative type. 
Both types are rather rare, and the non-suppura- 
tive type often is not suspected until it is encoun- 
tered surgically. 

One hundred twenty-five unselected cases of 
suppurative processes of the neck were studied of 
which there were one hundred three cases of acute 
suppurative conditions, eighteen of broken down 
tuberculcsis lymph nodes, two of infected bronchial 
cysts and also two of Bezold abscess. The average 
time intervening between the onset and the drain- 
age was 22.4 days. Complications encountered were 
repocketing of the abscess, erysipelas, probable 
actinomycosis, pharyngeal abscess and a slough in- 
to the caroid artery. Thrombosis of the veins 
of the neck or burrowing into the medias#inum 
did not occur. In the one hundred three acute 
suppurative conditions only one death occurred 
and this case presented evidence of jugular and 
cavernous sinus thrombosis when he first came un- 
der observation. 


At this clinic these infections are handled very 











314 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


conservatively as regards treatment. The abscess is 
allowed to localize before surgical intervention. 
When the abscess is located so deep that one can- 
not tell whether fluctuation is present or not, then 
you must be guided by the clinical picture the 
patient presents. The typical clinical course is de- 
scribed and the period noted for the proper surgi- 
cal treatment, i. e. drainage. The method of drain- 
ing is described and the drains used. The author 
does not believe that the pus burrows along the 
fascial planes as frequently as the anatomist would 
have one believe. He thinks the results obtained 
(only one death in one hundred three cases) jus- 
tify the means used. In comparison he mentions 
the twenty-four cases treated by Beck by surgical 
exposure in which one death occurred. 


A discussion of acute retropharyngeal abscess, 
Ludwig's angina, abscess in the root of the tongue, 
woody phlegmon, tuberculous cervical adenitis, 
tuberculous retropharyngeal abscess, tuberculous 
thyroiditis , syphilitic cervical adenitis, actinomy- 
cosis, blastomycotic cervical adenitis, acute infec- 
tion in a branchial cyst, cysts of the thyroglossal 
duct and congenital cystic hygroma is given. 


Irradiation Therapy of Malignant Tumors of the 
Oral Cavity, Eye, Ear, Nose and Throat. Charles 
L. Martin, M.D., Dallas. Annals of Otology, 
Rhinolegy and Laryngology, June, 1935. 


Dr. Martin enumerates the following principles 
in the field of irradiation therapy: 1. A total of 
three to twelve minimum erythema doses of irra- 
diation is needed for the complete extermination 
of the various grades of epidermoid carcinoma. 
2. Recovery is more rapid and the surrounding tis- 
sues show a ‘quicker return to normal when the 
treatment is administered over a prolonged period 
(usually seven to twenty-one days, at present). 
3. An attempt should always be made to produce 
a cure with the first series of treatments, since 
the second attempt is never so effective. 4. Short 
wave lengths produced with heavy filtration lessen 
the injury to surrounding normal tissues, but this 
protection is not essential in the treatment of 
superficial lesions. 5. Infections and other sources 
of irritation definitely retard healing after irra- 
diation. 


A short historical review is given of the develop- 
ment of the different technics, with France being 
given the credit for the most important advance 
in deep therapy by such men as Regaud, Ferraux 
and Coutard. 


The experiences of the author with cancer of the 
lip have been very satisfactory. If the lesion is not 
over one inch in diameter he uses the superficial 
x-ray technic because the cosmetic effect is 
much better after healing. On alternate days a 
treatment is given until six to twelve erythema 
doses are administered depending upon the thick- 
ness of the tumcr. It is usually six to eight weeks 
before healing is complete after these treatments 
have been carried out. The weak radium needle 
technic is used if they are deeply indurated or 
extend into the cheek at the corner of the mouth. 


For the past four years the author has been 
using what he terms a weak radium needle technic 
on tumors involving the cheeks, alveolar margins, 
antericr tongue and floor of the mouth. They are 
placed beneath the tumor bed and beyond the 
growing edges about one cm. apart. They are 
sutured in place and a radiograph taken for study- 
ing the needle pattern so that this pattern may 
be changed if necessary. The treatment is contin- 
ued usually for about seven days with particular 
attention being paid to the hygiene of the mouth. 





The healing is usually complete in about two 
months. 

In treatment of cancer of the eyelids the main 
problem is the protection of the normal structures 
of the eye. This is accomplished by the use of a 
lead shield under the cocainized lids. The super- 
ficial x-ray technic is used. Radiation in the 
treatment of primary intra-ocular tumors is not 
advocated. As a post-operative procedure the Cou- 
tard method is suggested. 

Cancer of the pharynx and larynx is discussed. 
Between the years of 1920 and 1926 Coutard treat- 
ed 212 malignant tumors of the pharynx and 
larynx and reported twenty per cent of this group 
symptom free for a period of five years. Lenz, 
Coakley and Stout reported thirty-one cases of 
cancer cf the pharynx and larynx with approxi- 
mately forty-five per cent clinically well for a 
period varying from nine months to twenty-four 
months. Martin and McNattin reported 140 cases 
with twenty-nine per cent being free of disease 
for periods varying from one and three-quarters to 
two and one-half years. The technic in the above 
groups of cases is given as well as that of Merritt 
of Washington, D. C. The author believes that very 
gratifying results may be obtained by a competent 
radiologist who is very careful and not too conser- 
vative. 

Cervical metastases is dicussed from the view- 
point of the surgeon and the radiologist. 


Cysts and Retention Abscesses of the Nasopharynx. 
A Report of Eighty-eight Cases. B. M. Kully, 
Omaha, Nebraska. The Journal of Laryngology 
and Otology, May 1935. 


The author says that strictly speaking the so- 
called retention abscess of the nasopharynx is not 
an abscess. It represents an inflammatory closure 
of the mouth of an adenoid recess or of the 
pharyngeal bursa with retention of secretion, bac- 
teria, cells, and other inflammatory detritus. As 
the cavity dilates, owing to the accumulation of 
secretion, it partakes of the nature of a cyst. The 
contents appear to be grossly purulent, but, as 
first noted by von Troeltsch in 1859, on micro- 
scopic section there may be a few poly-morphonuc- 
lear cells and a definite cyst wall. This condition 
should be described as an infected retention cyst. 
Sixty-two of the eighty-eight cases were of this 
type. 

It was not possible to give an incidence of occur- 
ence in the series here reported. He does state, 
however, that of 400 consecutive patients examined 
during 1932, twenty-two cysts were found, giving 
an incidence of five plus per cent. In the series 
here reported the age limits were from six to 
eighty-two years. The literature shows a reported 
case of a cyst in a child two and a half years old. 
Of the eighty-eight cases reported, fifty were in 
patients between the ages of eighteen and thirty- 
five. Involution for the adenoid and acute adenoid 
infection, according to the author, occur most fre- 
quently during this period of life. 


The pathology is discussed under the heads of 
Infected Retention Cysts of the Adenoid Recesses, 
Cysts of the Mucous Glands, Retention Cysts of 
the Pharyngeal Bursa, Degeneration Cysts and 
Branchiogenetic Cysts. Under the heading of 
Pseudo Cysts, our attention is called to the fact 
that meningoceles or encephaloceles transmitted 
through a patent craniopharyngeal canal may be 
erronecusly diagnosed. The symptoms noted in the 
order of their frequency were postnasal discharge, 
enlargement and tenderness of the posterior cervi- 
cal glands, occipital headaches, earache and per- 
sistent fever of several months’ duration. The point 
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is stressed for a thorough examination of the naso- 
pharynx in cases of persistent temperature. A 
striking case is related of an eighteen-year old 
boy with albuminuria, hyaline and granular casts 
of a year and a half duration. Shortly after re- 
moving an infected cyst, the urinary findings be- 
came negative and have remained so for two years. 

The diagnosis is made by direct inspection of the 
nasopharynx and palpation with the probe under 
direct vision. He does not approve of the indirect 
inspection of the nasopharynx with the postnasal 
mirror and gives two reasons why he does not ap- 
prove. The Holmes nasopharyngoscope and the 
Hays pharyngoscope are discussed relative to their 
merits for this examination. The author prefers 
the direct speculum of Yankauer for examination, 
diagnosis and operation. The treatment is surgical 
removal. Fifty-six references are given. Twenty- 
one illustrations accompany the discussion. 
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Syndrome de Volkmann Traite par Arteriectomie. 
Etude Histologique de L’Artere Humerale Oblite- 
ree. (Volkmann’s Syndrome Treated by Arteriec- 
tomy.) P. Mathieu, P. Padovani, R. Letulle, and 
P. Normand, Presse Med., XLII, 1819, 1934. 


The authors report the case of a child five and 
one-half years old, who was treated for a supra- 
condylar fracture of the humerus by flexion and 
application of a plaster-of-Paris cast. Although 
there was evidence of swelling within a few days, 
so that the cast had to be removed, the flexion de- 
formity of the fingers did not occur until about 
five weeks after the accident. 


At the operation performed some three and one- 
half months later, there was found thrombosis of 
the brachial artery for a distance of two centi- 
meters just above its bifurcation. This portion of 
the artery was resected, with almost immediate im- 
provement in the degree of contracture of the 
muscles and warmth of the skin. The patient was 
subsequently treated by traction in extension. Sev- 
eral months later it was noted that the hand was 
warm, the: wrist and fingers were extended, but 
that the semipronation of the forearm still per- 
sisted. 

Histological examination of the section of the 
artery removed showed a typical thrombosis of the 
artery, with attempts at recanalization. 


The authors are of the opinion that the condi- 
tion in this case resulted not from a superaponeu- 
rotic hematoma, but from an injury to the brachial 
artery, with a subsequent thrombosis. The effect of 
this thrombosis of the artery was first necrobiosis 
of the flexor muscle on the anterior surface, due 
to interference with circulation, and a sympathetic 
vasoconstriction with muscle contracture, due to 
hypertonia. 


The authors, therefore, advise early operation in 
cases of Volkmann's ischaemia, with exposure of 
the brachial artery in the anticubital fossa. If the 
artery is obviously pulsating, a simple arterial 
sympathectomy should be performed. If there ap- 
pears to be thrombosis of the artery, resection of 
that portion is advised. 


Syphilis of the Clavicle: Report of Five Cases. 
H. Earle Conwell. Southern Medical Journal, 
XXVIII, 11. Jan. 1935. 


These cases presented varying symptoms and 
roentgenographic appearances. The latter often 


seemed worse than the complaints of the patients 
would lead one to suspect. Pain was the usual 
symptom; this was often much worse at night, 
preventing sleep. Tumefaction was present. Two 
of the five cases showed bilateral involvement. A 
history of syphilis was obtained in only forty per 
cent of the cases. All five cases responded to 
antiluetic therapy. In such cases the differential 
diagnosis is made from malignancy, tuberculosis, 
chronic osteomyelitis and Paget’s disease. Many of 
these cases are operated upon unnecessarily. 


Myosite Ossifiante Progressive (Progressive Ossify- 
ing Myositis.) Felix Masselot, A. Jaubert de 
Beaujeau, and Ed. Bloch. Press Med. XLII, 1823, 
1934. 


The authors report a case of progressive ossify- 
ing myositis in a child two and one-half years 
old. Although the condition apparently came on 
shortly after an acute intestinal infection, they 
are of the opinion that the infection was only of 
casual significance. The ossifying masses in each 
case occurred after trauma and were preceded by 
typical hematoma formations. The patient also 
presented a number of congenital anomalies, such 
as microdactylia, hallux valgus, hypospadias etc. 


Rocher believed that hematomata arise primarily 
from a panarteritis in which trauma leads to rup- 
ture of the artery. The authors are of the opinion 
that this condition is to be related primarily to 
some error in mesenchymal development. 


Treatment is without avail, although some 
authors advise the use of x-ray, hot air, and dia- 
thermy. Surgery is contra-indicated unless it is for 
the palliative purpose of removing an obstruction 
to motion. 
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The Treatment of Cancer of the Pharynx, Tonsil 
and Extrinsic Larynx by Divided Doses of Exter- 
nal Radiation. Hayes E. Martin, M.D., F.A.C.S., 
and Robert E.McNattin, M.D. American Journal 
Roentgenology and Radium Therapy, December, 
1934. Vol. XXXII, No. 6, 717-729. 


This article is very valuable to the medical 
world as it deals with cancer at the site mentioned 
in the subject, as determined by authors who have 
done a great deal of scientific work at an institu- 
tion that is internationally recognized; that is, 
Memorial Hospital in New York City. Coutard first 
called attention to the divided dose method of 
treatment of x-ray therapy in 1920. By such a 
method the total dose employed was much larger 
than that given by any other method of external 
radiatian with correspondingly less damage to the 
skin. There is a rather intense biological effect 
such as blistering of the skin and mucous mem- 
brane of the pharynx, which is deliberately 
planned. The method allows a complete and satis- 
factory healing of the part without any sequela 
of any consequence. The authors believe that con- 
siderable variation in voltage, milliamperage, dis- 
tance, filter, etc., can be made as long as adequate 
tissue dosage is delivered with about equally good 
results, provided that protracted divided doses are 
given. Malignancy of the following sites are those 
elected for radiation therapy by this method: Ton- 
Sils, soft palate, pharyngeal walis, nasal pharynx, 
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extrinsic larynx, base of the tongue, intrinsic lar- 
ynx, anterior floor of the mouth. The sources of 
radiation used are as follows: (1) Roentgen rays 
at 200 kv., 50 to 60 cm. distance; (2) roentgen rays 
700 kv., 60 cm. distance, and last (3) radium ele- 
ment pack. The majority of these cases were 
treated by roentgen rays utilizing 200 kv. The fil- 
ter was 0.5 mm. cu. plus 2.5 mm. al. The authors 
were unable to state definitely that the results 
from the 700 kv. machine were in any way superior 
to the 200 kv. machine up to the time of the writ- 
ing of this article. As for skin portals two positions 
are commonly given, one on each side of the neck 
or of the involved anatomical site, thereby cross 
firing. The size of the portal varies from 7 to 15 
cm., but more commonly is from 7 to 10 cm., there- 
by allowing a larger dose with less reaction locally 
and to the patient generally. In certain places four 
portals are used, such as the nasal pharynx region 
and the floor of the mouth. Each site is treated 
every other day without interruption, except Sun- 
days, until a total of twenty treatments are given 
and a total of 3,500 to 4,000 r to each site. At the 
end of this treatment there is a decided skin re- 
action as noted by an intense erythema, vesicula- 
tion and some serous oozing. On the mucous mem- 
brane there is a grayish sloughing. This condition 
clears up satisfactorily within some ten to twenty- 
one days. This article covers 140 cases as described 
and a large percentage of them are cases which 
are advanced clinically and many in which pallia- 
tion alone is the object. A very comprehensive 
table has been prepared which must be observed 
to appreciate the results obtained during the two 
years it was compiled, and also to note the differ- 
ent results as pe to the anatomical loca- 
tions involved. It is also interesting to note that 
there is not as much clinical response dependent 
on the histological type or grade of the tumor as 
is ordinarily expected, although in a general way 
the type that is more radiosensitive responded in 
the greater proportion than those in which the 
cells were radioresistant. The outstanding value of 
this work is that a much larger dose of radiation 
therapy can be administered to the lesions at 
these sites than has previously been given by the 
short, massive method; therefore, a dose delivered 
to the malignant lesion is much greater and the 
chances for obtaining better results are enhanced 
considerably. 


Radium Dosage and Technique in Benign Lesions 
of the Skin. Howard Morrow, M.D., and Laur- 
ence R. Taussig, M.D. American Journal Roent- 
genology and Radium Therapy, Vol. XXXII, No. 
6, December, 1934, 735-739. 


When radium was first used in dermatological 
conditions it was thought that it was a panacea 
for most skin conditions. Since that time experi- 
ence and unpieasant sequelae have shown that this 
is not the case. The authors outline the conditions 
which they consider are responsive to radium 
therapy. Vascular nevi are first considered. Nevus 
flammeus, or port wine mark, is regarded as not 
being amenable to radium therapy as the sequelae 
are so great that they outweigh the good effects. 
Nevus vasculosus, or strawberry mark, is a condi- 
tion that is very responsive to the effects of radium 
when given in proper doses. The technicque of 
treating is given. Cavernous hemangiomas are also 
very responsive to the effect of radiation. The 
authors also give the technique of treating these 
lesions and state that unpleasant sequelae can be 
avoided by conservative treatment. Fleshy nevi do 
not respond well to radium treatment. Keloids are 
discussed and it is pointed out that they respond 
fairly well to radium, but also equally good results 
can be obtained from the use of x-ray. Radium 


treatment technique is given. Telangiectasia is 
rather commonly seen in keloids and may remain 
as the resulting scar. It is pointed out that verrucae 
of all types are frequently treated with radiation 
but the essayists believe that it could be confined 
to certain ones, particularly planter warts. Radium 
and roentgen rays are equally as efficient in treat- 
ing plantar warts, and the latter saves time. Syn- 
ovial cysts are sometimes amenable to the effects 
of radium or x-ray. They are treated following 
the puncturing and emptying of these lesions. Epu- 
lis is another condition that can be treated with 
radiation, particularly when the lesions are be- 
tween or near the teeth. The use of electrothermic 
surgical methods is advised. in other locations. 
When used on those lesions in the mouth it may 
cause the loss of cne or both teeth. 


Radium Dosage and Technique in Carcinoma of 
the Breast. Grantley W. Taylor, M.D., F.A.C.S. 
American Journal Roentgenology and Radium 
ae Vc. XXXII, No. 6, December, 1934, 


The essayist gives credit to Keynes of London 
on his work in connection with the use of platinum 
radium needles for stimulating an interest in car- 
rying out work of this nature. He started his work 
in October, 1930, at the Pondville Hospital in Bos- 
ton, and a few cases at the Palmer Memorial 
Hospital. In selecting cases of oreast malignancy 
for radiation, only inoperable and recurrent cases 
were used. In the majority of these cases the pri- 
mary growth had been movable on the chest wall 
but all so extensive as to involve most of the 
breast, occasionally having nodules of skin involve- 
ment or ulceration. Axillary metastases had been 
present in most cases, and in many supraclavicu- 
lar node involvement. In describing the technic 
it was shown that 2 or 3 mg. of radium were used 
in platinum needles with 0.5 mm. filtration. The 
2 mg. needles are 3.2 cm. long, and the 3 mg. 
needles 4.8 cm. long. The breast and axillae are 
prepared as for surgery. Anesthesia was by nitrous 
oxide and oxygen. Cutaneous punctures were made 
by a No. 11 Bard-Parker blade and the radium 
needles slipped through the punctures that were 
made. Considerable detail is devoted to the man- 
ner in which the needles are inserted in relation 
to the malignant tissue and the surrounding 
structures. Keynes recommended that the needles 
be placed about 1.5 cm. apart but pictures in his 
article did not altogether agree with this. Taylor 
states that he did not place his needles quite so 
close together as Keynes. In most breasts about 
a dozen needles are utilized. The axilla is also 
irradiated by these needles and considerable detail 
is given to the manner in which the needles are 
left in from a few to ten days or more, but on an 
average of about one week. The dose per needle 
ranges from 300 mg-hr. for the 2 mg. needles to 
about 500 mg-hr. for the 3 mg. needles, or longer 
in some instances, the total dose varying from 
5,000 to 20,000 mg-hr., depending on the amount 
of radium and the duration of its application. A 
greater number of the patients treated with radi- 
um also received intensive deep x-ray therapy in 
about half of which the roentgen treatment pre- 
ceded the radium treatment. In Keynes’ article 
it was insisted that a biopsy be done in all cases, 
but later he warned against the possibility of car- 
cinoma arising in the wound due to implantation 
of cells, and then contented himself with a clinical 
diagnosis. Taylor obtained biopsies in his series 
when possible, but was reluctant to cut into deeply 
placed lesions. He does not advocate biopsy in these 
cases as they are advanced cases for palliation 
only and the diagnosis is obvious. In the event 
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radium treatment of breast cancer is to be under- 
taken for operable cases then it would be necessary 
for a biopsy to be obtained in order to carry on 
intelligent procedure and to obtain five-year statis- 
tics. In reporting the result it was pointed out 
that it was too premature to have any final state- 
ment in regard to the outcome, as the time does 
not allow. Of the forty cases studied, nineteen are 
dead. Two of these had favorable regression prior 
to death, living five months and two years, re- 
spectively. However, one was gumma rather than 
carcinoma. Of the twenty remaining cases, eight 
were treated within a six months’ period and are 
too recent to take into account. Of the twelve 
remaining, one patient had a radical breast am- 
putation six months after radiation; therefore, 
oniy eleven cases are presented and had evidence 
of uncontrolled metastatic lesions, nine in the 
axillary region and supraclavicular areas and four 
in the skeletal system. As for the effects of the 
primary lesion in the breast, thirty-seven cases 
showed regression and apparently a permanent 
cure in twenty-four of them locally. Only three 
cases showed no regression of the local process. 
In fourteen cases regression was demonstrated in 
axillary metastases, but this regression was not so 
complete and lasting as in the primary lesion. In 
five cases regression of supraclavicular nodes was 
observed. Taylor sums his work up as follows: 
(1) Radium implantation causes regression of the 
primary tumor of carcinoma of the breast in most 
instances (2) Radium implantation causes regres- 
sion of axiliary metastases in many cases, and of 
supraclavicular metastases in some cases. (3) Re- 
gressions appear to arrest the disease rather than 
eradicate it in most instances (4) Radium im- 
plantation is a useful palliative treatment for in- 
operable carcinoma of the breast when it is used 
as part of a general program of irradiation. (5) We 
do not feel that there is justification for treating 
operable cases with radium unless operation is 
=v contra-indicated by the condition of the 
patient. 


Primary Rectal Carcinoma Under Radiation Treat- 
ment. Harry H. Bowing, M.D., and Robert E. 
Fricke, M.D. American Journal Roentgenology 
and Radium Therapy, Vol. XXXII, No. 5, Novem- 
ber, 1934, 635-645. 


This essay represents a statistical review of five 
hundred cases observed at the Mayo Clinic during 
a period from 1915 to 1931. The authors give a very 
complete and detailed group of tables consider- 
ing these cases from every angle. A _ personal 
perusal of this article is necessary to appreciate 
the time and care devoted to working out the 
tables in this large number of interesting cases. 
However, the valuable portion of it is summed up 
in the conclusions which are given verbatim: 


“1. Surgical intervention of cases of carcinoma 
of the rectum, anus, and rectosigmoid is most im- 
portant and shouid be the first considerations. 

“2. Colostomy is a necessity in some cases. It 
should always be considered as a means of estab- 
lishing a permanent or temporary opening. It is 
possible to apply adequate radiation treatment in 
selected cases without colostomy. 

“3. An attempt should be made to estiimate the 
grade of malignancy in each case and then decide 
on a plan of attack. 

“4. Therapeutic radiology, especially radium 
therapy, has a distinct place in the treatment of 
carcinoma of the rectum, anus, and rectosigmoid. 

“5, Pre-operative radium therapy should receive 
special consideration and, when employed, should 
be followed by a period sufficiently long, probably 


eight to twelve weeks, before surgical intervention 
is attempted. 


“6. Radium therapy as a —— procedure is 
of value, and inoperable and recurring lesions 
should be given at least one well-planned treat- 
ment. The co of palliation naturally varies, 
but nearly all of the patients will be benefitted 
somewhat. 


“7, Radium therapy as a postoperative measure 
has a limited field of usefulness; all lesions of a 
high grade of malignancy at least should be treat- 
ed. 


“8. Roentgen therapy is of value, and with the 
increased voltage of the present day installations, 
should become of greater value, especially in cases 
in which lesions are of the higher grade of malig- 
nancy. 

“9. Since the rectal polyp may undergo carci- 
nomatous degeneration, adequate treatment or re- 
moval of these lesions may be classed as a pro- 
cedure to prevent the occurrence of carcinoma of 
the rectum. 

“10. Owing to the advanced state of malignant 
involvement of the bowel in the majority of the 
cases today as well as the age and general physical 
condition of the patients, and so forth, the com- 
bined efforts of surgery, therapeutic radiology, and 
medical treatment should greatly reduce the sur- 
gical mortality rate and enhance the initial and 
late result.” 


>. 
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Hyperparathyroidism. By Fred W. Rankin, M.D. 
Read before the cy City Southwest Clinical 
Society, October 3, 1934. 


Hyperparathyroidism, a recently recognized clini- 
cal entity occurring usually in adults, more often 
in females than in males, and running a course of 
years rather than months, is characterized by skel- 
etal changes, renal and gastro-intestinal symptoms, 
alterations in the metabolism of calcium, and 
phosphorus associated with hypercalcemia, hypo- 
phosphatemia, and hypercalciuria, and in addition, 
by radiologic signs, chiefly decalcification and cyst 
formation. 


Previous sketchy knowledge of the function and 
disfunction of the parathyroid glands has been re- 
placed today by accurate information of the clini- 
cal course of hyperparathyroidism, its experiment- 
al production in animals and the successful cure or 
arrest of lesions caused by overproduction of para- 
thormone by abnormal! parathyroid Lara 


majority of instances by standards of criteria 


quently associated with one or more ” fractures; 
second, definite roentgenological evidence of gen- 
eral bony decalcification involving numerous bones, 
and frequently the entire skeleton; third, normal 
or elevated amount of calcium in the blood serum 
associated with increased excretion of calcium, giv- 
ing a negative calcium balance; and fourth, normal 
or decreased phosphorus in the blood serum with 
excessive excretion of phosphorus resulting in a 
negative phosphorus balance 


Additional secondary findings such as myotonia, 








318 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


anemia, loss of weight, gastro-intestinal symptoms 
such as anorexia, cramping, nausea, vomiting, and 
not uncommonly polydipsia or polyuria and assso- 
ciated nephrolithiasis are frequently encountered. 
The muscle weakness and pain are of more than 

importance since they are severe in their 
manifestations and extend over a long period of 
time. 

With the demineralization of the bony skeleton, 
there is deformity of the long bones and general 
wasting and this results in a diminution in the 
height of the patient. 

There is an increased excretion of calcium in 
the urine as well as a high concentration of serum 
calcium. The concentration of phosphatase in the 
blood plasma is elevated. 

The typical radiologic evidence is that of gen- 
eralized osteoporosis, cystic lesions, and deformity. 
Apparently the most characteristic picture is in the 
bones of the skull. 

Hyperparathyroidism must necessarily be dif- 
ferentiated from multiple myeloma, metastatic 
bone malignancies, dietary deficiencies, osteomala- 
cia and some types of osteoporosis associated with 
chronic steatorrhea and Padget’s disease. 

The removal of parathyroid adenomas for the 
symptomatology common to osteitis fibrosa is fol- 
lowed generally by as spectacular recovery as one 
sees from subtotal thyroidectomy for exopthalmic 
goiter. Technically, the procedure usually is not 
difficult, but on the other hand it may be most 
difficult. The anatomical location of the para- 
thyroid bodies varies a great deal. Adenomas of 
the parathyroid glands may be multiple. The posi- 
tion of the tumor and its size, the musculature of 
the neck, and other anatomical factors operate to- 
gether to make it often very difficult and usually 
impossible to palpate the tumor in the neck before 
operation. Great care is necessary in the resection 
or removal of these parathyroid tumors in order 
to avoid injury to the recurrent laryngeal nerve. 


Usually immediate relief of symptoms follows 
parathyroidectomy. The calcium returns to normal 
quickly, but occasionally falls to a subnormal level 
with evidences of a mild tetany. This is controlled 
by the administration of parathormone, calcium 
salts, and irradiated ergosterol. It may sometimes 
be advisable to do subtotal resection of parathy- 
roid tumors rather than complete removal of the 
tumors in order to prevent the development of 
tetany. Pain disappears quickly and promptly and 
usually there is a definite and early improvement 
in the general health of the individual. However, 
there seems to be less effort for the bones to re- 
turn to normal than one would naturally expect. 

The diagnosis of hyperparathyroidism with an- 
kylosing polyarthritis and the removal of para- 
thyroid glands, or the resection of parathyroid 
glands for ankylosing polyarthritis is a question- 
able procedure. 

LeRoy D. Long, M.D. 


Carcinoma of Thyroid with Multiple Metastases. 
By R. H. McClellan. The American Journal of 
Surgery, February, 1935. 


The occurence of malignant neoplasm of the 
thyroid is of sufficient rarity to call attention to 
this instance. In large clinics where many thyroids 
are observed, both clinically and pathologically, it 
has been stated that the incidence of malignancy 
is from one to three per cent (Graham and Clute). 
Some years ago L. B. Wilson said, ‘Correct early 
diagnoses of malignant tumors in the thyroid are 
made probably less frequently than of malignant 
tumors involving any other organ of the body.” 
While heightened interest has increased the num- 


ber of these tumors recognized, doubtless many 
still are missed. There are several apparent reas- 
ons for the difficulty in the proper recognition of 
malignancy, among which can be mentioned: 
(1) The difficulty of histopathologic diagnosis, 
due to the variable picture which results from the 
peculiar manner in which the thyroid develops. 
(2) The fact that the thyroid is usually responsive 
to functional stimuli, resulting normally in a wide- 
ly varying histological picture. (3) An unsatisfac- 
tory terminology often used to hide lack of defi- 
niteness. 

Graham reviewed a large number of thyroids, and 
has described a criterion for accurate diagnosis of 
the more difficult group of malignancies of the 
thyroid. He demonstrated that the group classi- 
fied as adenoma, often with modifying terms 
added, indicating early or suspicious malignancy, 
can be definitely assigned to the malignant grade 
where invasion of the blood vessels or capsule 
can be demonstrated histologically. The absence 
of such invasion warrants placing the lesion as a 
benign one. Recently a large series of malignancy of 
the thyroid was reviewed by Smith, Poole, and Ol- 
cott, in which an extensive analysis of the clinico- 
pathology of the disease was given. The classifica- 
tion and terminoiogy presented by them is par- 
ticularly helpful because of its simplicity and use- 
fulness in prognosis. 

Clinical symptoms seldom lead to recognition of 
malignancy of the thyroid except in those rare 
instances in which a rapidly growing thyroid 
tumor with rapid downhill progression of the 
patient makes the diagnosis of malignancy obvious. 
In the case presented the patient had had an un- 
sightly, but otherwise harmless and symptomless 
tumor for twenty years. It has been said that hard- 
ness, fixation and rapid growth should make us 
suspicious of malignancy and that when these are 
accompanied by hoarseness and interference with 
breathing and swallowing, the course of the dis- 
ease is apt to be rapidly fatal. The malignancies 
of the thyroid studied by Clute were divided by 
him into three classes: those showing little histo- 
logical evidence of malignancy, making up about 
seventy per cent of his total number; those show- 
ing adenocarcinoma of papiliary or alveolar 
arrangement, comprising eleven per cent, and 
small celled carcinoma, making up the remaining 
nineteen percent, to which this neoplasm, which 
is reported, belongs. This type of malignancy is by 
far the most fatal, and is made up of those show- 
ing easily recognized clinical symptoms. 

The fact that the patient whose case is re- 
ported here went twenty years without symptoms 
and then within a year died of a rapidly metas- 
tasizing malignant disease, again forcefully brings 
to our attention the fact that the early surgical 
removal of any suspicious nodule in the thyroid 
gland, together with accurate histopathologic di- 
agnosis, remains our hope for cure of cancer in the 
thyroid. LeRoy D. Long, M.D. 


The following reports are based upon notes made 
by G. Cordier at the meeting of the Paris Surgi- 
cal Society, November 7, 1934, and published in 
La Presse Medicale, November 31, 1934: With 
References to Osseus Actinomycosis (A propos 
de l’Actinomycose Osseuse). 


This report was made by L. Ombredanne con- 
cerning a child of eight and one-half years upon 
whom three operations had been done for a tumor 
due to actinomycosis of the axillary area, with 
metastases to the cervical and the dorsal regions 
of the spine. In spite of post-operative treatment 
by iodide there was a new recurrence. The reporter 
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remarks that tumors due to the involvement of 
the osseus system by actinomycosis may recur, in 
spite of surgical exeresis and treatment by iodide. 

In connection with the mycoses, L. Chevrier 
stated that the study of a culture in laboratory 
in connection with suspected actinomycosis was 
not of value after the first series, because dis- 
semination in a laboratory is easy and rapid. He 
does not regard a moderate increase of the eosino- 
philes as being of any particular value. He states 
that the increase has no value under four per 
cent. He regards certain local characteristics as 
being of value in connection with the diagnosis. In 
addition to proper surgical management, he em- 
phasizes the necessity of the employment of 
iodides, a solution of the iodide of sodium, about 
one per cent, being used locally in addition to the 
internal administration of the iodide. 


Sub-dural Chronic Post-traumatic Hematoma. 
Operations. Cure. (Hematome sous-dural chron- 
ique post-traumatique. Operations. Guerison.) 


This report was made by P. Moulonguet for 
Swynghedauw and Dereux, of Lille. 

In the case reported there was a sub-dural hem- 
atoma of the left fronto-parietal region after a 
free interval of two months, following an injury 
by the kick of a horse. The diagnosis was strength- 
ened by an abnormal, ovoid shadow in the x-ray 
negatives. At operation, an opening was made by 
a trephine, and blood aspirated from the suspected 
area. This was followed by a bone flap, the open- 
ing of the dura mater by crucial incision and the 
removal of the hematoma. There was recovery in 
about three weeks. 

In discussing the pathogenesis, in connection 
with the relatively long latent period, attention 
is directed to the theory that there is a difference 
in the osmotic pressure of the fluid inside the cyst 
and that of the surrounding cerebro-spinal fluid. 
As a result of this difference in osmotic pressure 
there is a current from the outside to the inside 
of the cyst by way of the cyst wall, and in that 
way the cyst, following trauma, and containing 
blood, gradually becomes larger. 

Referring to the value of x-ray examination in 
connection with the investigations, it is remarked 
that the radiologic opacity may be attributed 
to iron pigments in the wall of the cyst. 

In the discussion, Petite Dutaillis spoke of the 
value of ventriculography. He also said that it 
was useful to make some small trephine openings 
for exploration before undertaking the actual op- 
eration. pointing out that a slowly developing cyst 
due to hematoma might be confused with a glioma. 

Welti discussed the report. He spoke of the use- 
fulness of encephalography. Continuing, he re- 
marked that in general the hematoma arises from 
a vein that does not bleed at the time the opera- 
tion is done, and that simple evacuation of the 
hematoma by way of a small orifice (orifice eco- 
nomique) suffices. 

Moulonguet remarks that in the case reported 
it did not seem that encephalography and ven- 
triculography were of any particular importance 
for the reason that the history of a traumatism 
was evident. He remarks that a trephine opening 
might suffice for exploration, but it might not 
permit the proper removal of the hematoma. 

LeRoy Long, M.D. 

At the Meeting of the Surgical Society of Mar- 
seille on October 22 to 29, 1934, there were sever- 
al interesting case reports. The following ab- 
stracts of a few of them are based upon notes 





made by J. Dor, and published in La Presse 
Medicale, December 1, 1934. 


There was a report by Flach, of Bastia, on 
acute articular rheumatism with peritoneal re- 
action (rhumatisme articulaire aigu avec reaction 
peritoneale). In this case the patient was a young 
man. The syndrome was much like that of acute 
appendicitis. There was an arrest of intestinal 
function with a good deal of gas. Operation was 
considered, but was deferred until the following 
day. During the night there were pains in the 
shoulders, knees and back. The next day it was 
pretty clear that the patient had acute articular 
rheumatism. The administration of the salicylates 
gave quick and complete relief. The striking 
thing about it was that the pain about the abdo- 
men disappeared. 


Comment: 

Reports like this emphasize the necessity of 
careful and deliberate investigation in any case 
in which the clinical picture of acute appendicitis, 
or some other acute abdominal condition, is not 
clear. In the average acute appendicitis the diag- 
nosis is not difficult, and in such a case the sur- 
geon does not have any particular mental reserva- 
tion in connection with his conclusion. In the case 
where some other pathology simulates acute appen- 
dicitis the clinical picture is almost invariably 
irregular, and for that reason the surgeon just as 
invariably has mental reservations in connection 
with the situation. In such a situation both the 
welfare of the patient and the reputation of the 
surgeon would be served by eschewing hasty and 
ill-considered conclusions 

Vignoli, of Salon, reported a case of volvulus 
of the gall bladder in a man seventy years of age. 
The reporter says that an investigation has shown 
him that the occurrence of this affection is very 
rare. He believes that the case reported is the 
forty-first appearing in literature. 


In this particular case an operation was done, 
but the patient did not survive. He says that this 
unusual type of pathology occurs in old people, 
that the diagnosis is difficult, and that chole- 
cystectomy is the only treatment. 


J. Pus and M. Arnaud reported a case of sub- 
serous emphysema of the pelvic colon due to a gun 
shot wound of the rectum (emphyseme sous-sereux 
du colon pelvein du a une plaie rectale par arme 
a feu). In this case there were a series of perfora- 
tions of the small intestines after the patient had 
been shot in the abdomen by a revolver. It was 
necessary to do a resection of the small intestines. 
At the time of the operation it was observed 
that there was a considerable emphysema of the 
pelvic mesocolon with some detachment of the 
visceral peritoneum, with distension of the intes- 
tines. An incision of the pelvic mesocolon was fol- 
lowed by the escape of gas under pressure. There 
Was a sub-serous wound of the rectum. A Mikulicz 
drain was put in contact with the wound. There 
was a phlegmonous collection in the perineum 
some days after the operation. It was evacuated 
on the eleventh day, and when it was evacuated 
the bullet was found. 

LeRoy Long, M.D. 


Routine Treatment of Gonorrhea in Females. By 
Bernard Notes. The American Journal of Ob- 
stetrics and Gynecology, July, 1935. Page 121. 


This analysis covers the work of the Gynecologi- 
cal Section, Social Hygiene Clinic of the Health 
Department of the District of Columbia during the 
past four years and particularly the work done in 
the last eighteen months. During this period 2,129 
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new positive cases of gonorrhea of the female 
genitalia were admitted for treatment. 


“Positive diagnosis was based on smears with 
gram-negative intracellular diplococci having the 
morphology of the gonococcus, plus objective clini- 
cal signs. While not taken as diagnostic, extra- 
cellular gram-negative diplococci were considered 
as suspicious, and no patient was discharged as 
recovered who had these suspicious smears. In 
order to discharge a patient as cured, four con- 
secutive smears negative for both intra- and extra- 
cellular gram-negative diplococci obtained at in- 
tervals of two weeks with absence of objective 
clinical signs was required. Thus each patient was 
observed two months for recurrences. 

The basis of treatment in the beginning was 
drainage and antisepsis. In 1931 antiseptics used 
in treatment included iodine and lysol, as douches 
and by topical applications, and of 384 cases ad- 
mitted, four were d, one per cent. In 
1932 antiseptics used included iodine, lysol, mer- 
curochrome and silver nitrate (ten per cent) and 
of 522 patients admitted, eighteen were discharged, 
3.4 per cent. In 1933 of 546 cases admitted, forty- 
eight were discharged, 8.7 per cent.” 


In August of 1933 the direction of this particular 
phase of the venereal disease work was changed 
and a new plan of treatment instituted. 


“Treatment on the basis of creation of local 
reaction and drainage with the omission of anti- 
septics was begun as follows: (a) all cervices with 
cervical glands functioning were cauterized one or 
more times with the electrocautery at intervals of 
two or more months in order to cause local re- 
action and to give better drainage of the active 
focus; (b) urethral meatus and cervix were treat- 
ed weekly with applicators saturated with twenty- 
five per cent silver nitrate (considered a local ir- 
ritant, not an antiseptic, in this strength) in order 
to cause local reaction and to favor better drain- 
age; (c) five per cent sodium-bicarbonate douches 
were taken by the patient at home twice daily, by 
fountain syringe until the cervix healed and by 
pressure syringe (bulb type) after the cervix 
healed; and (d) nightly instillations of one dram 
of one per cent lactic acid jelly were made by 
nozzle to the vaginal vault in order to promote 
the normal bacterial flora and to get rid of second- 
ary invaders which cause desquamative vaginitis.” 

This treatment depended upon the premise that: 
“(a) the fountain head focus is in the cervix; (b) 
the next most important focus is in the urethra 
(Skene’s ducts and paraurethral ducts) which is 
lined by resistant stratified squamous or trans- 
itional epithelium; (c) the vagina, during the re- 
productive period suffers only transiently; and 
(d) the upper genital tract tends to relieve itself 
of infection if relieved of the re-infection and con- 
stant drainage from the lower genital tract.” 


“During the first six months of this period, but 
twelve patients were discharged; however, a clini- 
cal improvement and increase in negative smears 
were marked. Beginning with February, 1934, sus- 
tained results began to be obtained, and 677 cases 
admitted during the following twelve-month per- 
iod, 131 were discharged, 19.3 per cent. In other 
words, in 1931, 1932, and 1933 combined, but 110 
were discharged as against 131 for 1934 alone.” 


“The largest number of cauterizations upon a 
single patient was five, the smallest one, and the 
average two. Total number of cauterizations dur- 
ing the eighteen-month period was 786. Some cases 
which had resisted treatment by antiseptics for as 
long as four years were cured within one year by 
creation of local reaction and drainage. No pa- 
tient who cooperated failed of cure.” 
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The conclusions of the author are as follows: 

“1, Antiseptics should be abandoned in the treat- 
ment of gonorreha in females. 

“2. Cure lies in a physiologic-pathologic ap- 
proach and consists mainly of creation of local 
reaction and drainage.” 


Comment: 

This is a report of a good piece of work in a large 
city clinic and well demonstrates the advantages of 
treatment based upon sound pathological premises. 
It certainly demonstrates the fact that gonorrhea 
is very seldom a self limited disease of short dura- 
tion, requiring little active treatment. 

Wendell Long, M.D. 
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Therapeutics of the Thyroid 





J. H. Means, Boston, (Journal A. M. A., July 6, 
1935), points out that the treatment of thyroid 
diseases or disorders resolves itself chiefly into 
that of excessive function of the gland, insufficient 
function of the gland, and local mischief caused by 
the gland. In identifying methods to meet these 
several indications it will be well to think always 
in terms of known thyroid physiology, or in those 
of the anatomic relations of that organ. The sole 
function of the thyroid, so far as is known, is the 
manufacture of the hormone thyroxine, but the 
physiologic actions of the substance are varied and 
have to do with metabolism, homeostasis, irrita- 
bility, differentiation and growth. For the purpose 
of discussion the author considers the clinical 
pictures, associated with the thyroid under: thyro- 
toxicosis, myxedema and cretinism, endemic goiter, 
nodular goiter, malignant goiter, inflammation of 
the thyroid and anomalies of the thyroid. Of these 
several groups, the first two include lesions pro- 
ducing gross alteration in thyroid function and, 
therefore, constitutional manifestations both char- 
acteristic and,important. The remainder include 
lesions for the most part of local significance. In 
contrast to its use in myxedema, in which it is a 
direct substitute for a hormone that the body needs 
and cannot make for itself, thyroid may be tried in 
a variety of nonthyroid disorders for the sake of 
its drug action. The action wanted may be the 
calorigenic, the diuretic, the diaphoric, the effect 
on other endocrines such as the female gonads, the 
direct effect on heart muscle, the stimulation of 
the vegetative nervous system with, for example, 
increased peristalsis and relief of constipation, or 
any other that it possesses. The physician, in using 
the drug, should think of all its actions and give 
it when he would like to obtain, in his patients, 
such effects as it may conceivably produce. He 
should also remember that dried thyroid, U. S. P., 
is the form of choice, not pure thyroxine or any 
special pharmaceutical. It may be indicated in 
hypometabolism without myxedema, obesity, preg- 
nancy and sterility, heart block and nephrosis. 
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Rapidly Developing Cataract After Dinitrophenol 


W. W. Boardman, San Francisco, (Journal of 
A. M. A., July 13, 1935), presents six cases of rapid- 
ly developing cataract after the use of dinitrophe- 
nol in women aged from thirty-six to fifty. He 
calls attention to the fact that as the occurence of 
cataract at this age is extremely rare and the only 
common factor in these cases has been the use 
of dinitrophenol, it would certainly seem that un- 
til the question of the relationship between the 
dinitrophenol and the rapidly developing cataracts 
in young women is settled, the administration of 
the drug is definitely contra-indicated. 
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